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Richard Bright, more than a hundred years ago, after his 
memorable clinical and pathological studies, reasoned that 
the production of hypertension was due to an altered 
quality of the blood, which in turn caused hypertrophy of 
the heart together with the primary disease in the kidney. 
Thirty years later Gull expressed the opinion that the 
underlying cause of hypertension was widespread vascular 
lesions. Since that time much clinical and experimental 
evidence has been collected which lends support to boih 
hypotheses. Allbutt and others have advanced clinical 
conceptions in favour of Gull’s view, which, in general, 
has been accepted in the last twenty-five years by students 
of the problem of essential hypertension. However, a few 
investigators—for example, Volhard and Fahr—have ex- 
pressed the belief that the primary cause of essential 
hypertension is renal dysfunction. The recent experimen- 
tal work by Goldblatt lends support to such a hypothesis. 


The treatment of hypertension by operation on the sym- 
pathetic nervous system has stimulated a new interest in 
the subject. Fifteen per cent. of all adults are assumed to 
have hypertension and 23 per cent. of all deaths at an age 
greater than 50 years are supposed to be directly attribu- 
table to this disease. Cardiovascular-renal disease, of 
which hypertension is an important factor, causes more 
than four times as many deaths as cancer, and hyper- 
tension apparently accounts for more deaths each year 
than does either cancer or pneumonia. Hypertension is 
therefore one of the most common and serious conditions 
that come under the care of physicians, and any thera- 
peutic innovation which may lessen the mortality should 
be carefully examined. Arterial hypertension is con- 
sidered to be present when the systolic blood pressure 
of adults persists at 150 mm. Hg or over. It is probably 
true that the blood pressure does not increase normally 
after maturity, and the blood pressure of infants and 
children is significantly lower than that of adults. 


The treatment of hypertension has been complicated by 
the erroneous opinions that the elevation of blood pressure 
is not a disease but a symptom, and that the elevation of 
blood pressure in essential hypertension is beneficial and 
necessary for normal functioning of organs such as the 
Kidneys. Study of patients whose blood pressure has been 
teduced to normal by operation at the Mayo Clinic indi- 
cates that the kidneys function as efficiently as, or even 
better than, they did when the pressure was high. In our 
experience there is no basis for the belief that patients 
Who have essential hypertension feel unwell when the 
blood pressure is reduced, and we are convinced that it is 


*Read before the Section of Surgery at the Annual Meeting of 
go 
the British Medical Association, Aberdeen, 1939. 


extremely desirable to lower the blood pressure in all cases 
in which it is significantly high. 


Secondary Hypertension 


Hypertension may be divided into two main groups 
—secondary, and essential or primary hypertension. 
Secondary hypertension results from such lesions as pyelo- 
nephritis, glomerulitis, hydronephrosis, coarctation of the 
aorta, and. tumours of the suprarenal glands. Primary 
renal lesions should be excluded by careful study, particu- 
larly by intravenous urography, because removal of a 
diseased kidney may cause the blood pressure to return 
to normal. 

COARCTATION OF THE AORTA 


This condition should always be suspected in young 
persons who have hypertension. This congenital anomaly 
is characterized usually by normal or low blood pressure 
in the lower extremities (normally the blood pressure in 
the lower extremities is significantly higher than it is in the 
arms), palpable arterial pulsations or, bruit in the intra- 
scapular region, and diminution in strength of pulsations 
in the arteries of the lower extremities. Roentgenologic 
examination of the thorax may show absence or deformity 
of the aortic shadow and erosion of the ribs attributable 
to development of the large collateral arteries. 


TUMOURS OF SUPRARENAL GLAND 


Tumours of the suprarenal gland that cause hyperten- 
sion are comparatively rare. Those of the medulla or 
medulla-like tissue usually give rise to paroxysms of hyper- 
tension, which manifest themselves clinically as episodes 
of epigastric or substernal pain, pallor, palpitation, tachy- 
cardia, and marked elevation of the blood pressure. Since 
the medullary portion of the suprarenal gland is derived 
from the embryonic sympathetic nervous system, tumours 
which involve the medullary portion of the suprarenal 
gland might be expected to give rise, among other things, 
to an excessive supply of adrenaline. The most impor- 
tant tumours of the medullary portion of the suprarenal 
gland are the paragangliomas, which are benign in charac- 
ter, and the syndrome caused by them is characterized 
clinically by attacks of paroxysmal hypertension. 

Five cases of tumour of the medullary portion of the supra- 
renal gland have been reported in the literature by Donzelot, 
Robert, Orth, Labbé, Vaquez, Oberling, and Jung. The sixth 
case, the first in which cure was brought about by Operation, 
was reported by C. H. Mayo (1927). The seventh case, that 
of Shipley and Pincoffs, was operated on successfully and a 
large amount of adrenaline was demonstrated in the tumour 
by biological assay. Cases were subsequently reported by 
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Porter, Kalk, and Laubry and Bernal. Bauer, in Vienna, 
reported a case in which the suprarenal gland was normal, 
but in the same case Leriche found a paraganglioma the size 
of a walnut (about 3 cm. in diameter) between the vertebral 
column and the aorta. . 

No satisfactory explanation for the paroxysmal charac- 
ter of the hypertension in the cases of paraganglioma has 
been made. Periodic haemorrhages into the centre of the 
tumour may force out the adrenaline. Unusual physical - 
exertion such as bending may express adrenaline from 
the tumour. Emotional reaction such as fear cr anxiety, 
which normally stimulates an increased flow of adrenaline, 
may in the presence of a paraganglioma provoke an 
abnormally large discharge of that substance. The com- 
plete absence of signs of arteriolosclerosis in cases of 
hypertension caused by paraganglioma is of particular 
interest as being evidence against the conception that 
adrenaline plays a part in cases of arteriolosclerosis and 
essential hypertension. Kelly, Piper, Wilder, and Walters 
(1936) reported a case of suprarenal tumour and paroxys- 
mal hypertension. 

Hypertension associated with tumours of the suprarenal 
cortex is not paroxysmal in type. Obesity, hirsutism, deep 
voice, and amenorrhoea may be associated changes. Ordi- 
narily the potassium in the blood is low and the sodium 
is high. Binger and Craig (1938) reported a case of 
atypical suprarenal tumour. 


RENAL LESIONS 


One should always suspect the presence of tumours of 
the suprarenal glands as well as primary renal lesions in 
cases of hypertension. Barker and Walters (1938) reported 
a case of hypertension in which the blood pressure became 
normal after surgical removal of a renal lesion. This was 
a case of unilateral chronic atrophic pyelonephritis in 
which hypertension appeared after the chronic pyelo- 
nephritis was well developed and the kidney had become 
atrophic. 

The incidental association of chronic pyelonephritis and 
hypertension is suggested by the experimental work of 
Goldblatt (1937), who showed that hypertension could be 
produced by partial obstruction of the flow,of blood 
through the renal artery. The idea that in some cases 
hypertension may be caused primarily by renal disease, 
especially if the arterial blood supply of the kidneys has 
been impaired, has been revived. Complete sympathec- 
tomy performed on dogs does not influence the hyper- 
tension produced by Goldblatt’s technique. An ischaemic 
kidney of one dog transplanted to the neck of a second 
dog produced hypertension in the latter. The hypothesis 
has been advanced that this renal type of hypertension is 
produced -by liberation of some pressor substance from 
the kidney. Longcope (1937) found definite hypertension 
in 50 per cent. of twenty-two cases of pyelonephritis. 
Butler (1937) reported six cases of chronic pyelonephritis 
associated with hypertension among children. In two 
cases in which the pyelonephritis was unilateral, nephrec- 
tomy was followed by normal blood pressure. 

The exact relation of chronic pyelonephritis to hyper- 
tension is still debatable. In many cases of chronic pyelo- 
nephritis the blood pressures are normal. However, the 
degree and type of injury to the renal parenchyma may 
vary greatly in cases of pyelonephritis. It seems reason- 


able to suppose that in Barker and Walters’s case the 
patient had the capacity for developing hypertension in 
the first place and that the degree and type of renal 
damage which would produce it then developed. There 
was certainly enough evidence of arterial disease in the 
renal cortex to produce definite obstruction of the renal 


circulation. One must consider that the hypothetica] 
pressor substance produced by a kidney rendered ischaemic 
by Goldblatt’s technique might also be produced by some 
other type of renal injury such as occurs in Certain cases 
of chronic pyelonephritis. 

Secondary hypertension, then, is the elevation of the 
blood pressure that can be attributed to some associated 
lesion or other condition of the body, whereas essential 
hypertension is an elevation of the blood pressure in which 
the cause or aetiological factor is not known. 


Esséntial or Primary Hypertension 


In regard to essential hypertension much is known 
about the mechanism of elevation of the blocd pressure. 
Three factors are responsible for maintaining normal 
blood pressure, and derangement of any one of these 
may cause a change in the blood pressure. The cardiac 
output, the volume or viscosity of the blood, and the 
resistance offered to the flow of the blood through the 
peripheral parts of the arterial system determine the blood 
pressure. It has been proved that cardiac output or 
viscosity of the blood is not altered in cases of essential 
hypertension, but that the calibre of the peripheral vessels 
is decreased. The situation is comparable to a garden 
hose at the end of which a nozzle is attached. If one 
decreases the diameter of the -opening of the nozzle 
pressure within the hose increases, as is shown by the 
greater distance to which the stream is thrown. The 
decrease in diameter of the peripheral vessels is attribu- 
table to (1) a condition inherent in the arterioles, and 
(2) an abnormal reaction of the arterioles to vasomotor 
stimuli. Wide fluctuations of blood pressure would be 
indicative of an abnormal response of arterioles to vaso- 
motor stimuli. A high sustained blood pressure with little 
fluctuation would be indicative of an inherent or auto- 
matic constriction of the arterioles. 


There is a large hereditary factor in essential hyper- 
tension, as revealed by Ayman (1934), who found that in 
families in which both parents had absolutely normal 
blood pressure the incidence of elevated blood pressure 
among the children was only 3 per cent. In families in 
which one parent had hypertension the incidence rose to 
28 per cent., and in families in which both parents had 
arterial hypertension the incidence was 45 per cent. Hines 
has shown that a family history of hypertensive cardio- 
vascular disease is five times more frequent among indi- 
viduals who have hypertension or who are hyperreactive 
to a standard stimulus (immersion of the hand in ice- 
water) than it is among individuals who react normally 
to the test. The exact inherent quality responsible for this 
is not known, but probably a hyperreacting sympathetic 
nervous system responds abnormally and produces unusual 
vasoconstriction as a result of various emotional stresses 
and strains. 

Hypertension that has been produced experimentally in 
animals has some characteristics of essential hypertension 
in man. Goldblatt (1937) has produced hypertension by 
diminishing the flow of blood to the kidneys of dogs by 
means of clamps applied to the renal arteries. The hypet- 
tension of dogs closely resembles that of man, but com 
plete evidence that it is the exact counterpart 1s entirely 
lacking. Those who have accepted the identity of Gold- 
blatt’s hypertension in dogs and essential hypertension 1? 
man believe that both are due to some chemical oF 
hormonal substance. Up to this time there is no concrelé 
evidence that essential hypertension is due to an abnormal 
pressor substance, and, reducing the problem of the aetl 
logy of essential hypertension in man to its simplest form 
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in the light of our very inadequate knowledge of the sub- 
ject, heredity and the stresses and strains of life seem 
to be the most important factors. 

Essential hypertension has been classified into four 
groups by Keith and Wagener: (1) slight to moderate 
increase in the blood pressure, which ordinarily becomes 
normal as a result of rest, and mild sclerosis of the retinal 
arteries, usually without symptoms; (2) moderate to 
severe hypertension, moderate sclerosis of the retinal 
arteries, and occasionally venous thrombosis; clinical 
symptoms are present or absent; (3) moderately severe 
hypertension and angiospastic retinitis, almost always asso- 
ciated with clinical symptoms of hypertension; and (4) 
severe hypertension, angiospastic retinitis, oedema of the 
optic disks, and, always, clinical manifestations of hyper- 
tension. 

This grouping does not indicate the degree of hyper- 
tension, although the blood pressure is often higher in one 
group than in the group which numerically precedes it. 
The hypertension of any patient may progress from group 
to group until group 4 is reached. Mortality among 
patients who have hypertension groups 1 and 2 is 30 to 
42 per cent. respectively in four years. Mortality among 
patients who have hypertension group 3 is 78 per cent. 
in four years ; and in group 4, 98 per cent. (Keith). This 
high mortality should be noted carefully by those who are 
inclined to consider that hypertension is not ordinarily a 
serious disease. Malignant hypertension and _ essential 
hypertension are not separate conditions, for malignant 
hypertension is a type of essential hypertension. The term 
“malignant ” is used loosely to designate severe forms of 
hypertension. 


Medical Treatment of Essential Hypertension 


On the whole, medical treatment of hypertension has 
been unsatisfactory. It has been stated that a great many 
preparations reduce blood pressure in cases of essential 
hypertension ; however, on close examination it is evident 
that in most of these instances diminution of the blood 
pressure supposedly resulting from a_ specific remedy 
occurred only as a part of the usual wide fluctuations of 
blood pressure that are characteristic of essential hyper- 
tension. Such drugs as are available for the reduction of 
blood pressure usually possess unpleasant side effects or 
short action. The specific need in the medical treatment 
of hypertension is for a drug which will produce vasodilata- 
tion for a comparatively long time (three to six hours) and 
which does not produce harmful or unpleasant side effects. 
Sodium nitrite, sodium nitrate, purine derivatives—for 
example, theobromine and theophylline—iodides, and 
tissue extracts—for example, padutin (a preparation ob- 
tained from the pancreas), liver extract, and adenosin—are 
of little or no value in the treatment of hypertension. 
Occasionally when hypertension develops during the meno- 
pause it may be reduced by administration of theelin or 
progynon. However, it is inadvisable to treat such 
Patients with these hormones for long periods unless a 
definite reduction of the blood pressure rather promptly 
follows adequate dosage. 

Of all the drugs commonly used in the treatment of 
hypertension the sedatives are the best, and of them 
Phenobarbital is as good as any. The ideal sedative is one 
that reduces nervousness and irritability but does not inter- 
fere with the essential cerebral activities. Ordinarily, 
3/4 grain to 14 grains (0.05 to 0.1 gramme) of pheno- 
barbital three times a day is advisable. 

Comparatively recently a new drug, potassium sulpho- 
‘yanate, has been introduced for the treatment of essential 


hypertension. Its action is uncertain, but it is supposed 
to produce peripheral vasodilatation. Barker has shown 
that the blood pressure in about 50 per cent. of hyper- 
tensive patients is reduced by careful treatment with 
potassium sulphocyanate. The amount of this drug that 
is administered orally should be determined by frequent 
calculations of the concentration of cyanates in the blood. 
The concentration in the serum should range between 8 
and 12 mg. in each 100 c.cm. of blood. As little as 
3 grains (0.2 gramme) or as much as 12 grains (0.8 gramme) 
of potassium sulphocyanate must be administered each day 
to cause this concentration in the blood. Barker has 
described a method for determination of cyanates in the 
blood ; this has been modified by Griffith and Lindauer. 
Such symptoms as headache, insomnia, and nervousness 
may be relieved, according to Barker, when the blood 
pressure is reduced. Fatigue, macrocytic anaemia, and 
enlargement of the thyroid gland may occur even if 
administration of the drug is well controlled. If concentra- 
tion in the blood is too great, lethargy, mental confusion, 
weakness, difficulty of speech, cutaneous lesions, and. 
collapse may occur. 


Experience at the Mayo Clinic with the use of potassium 
sulphocyanate in the treatment of hypertension has been 
somewhat limited, but relief of symptoms such as head- 
ache is often striking. There is definite reduction of blood 
pressure in some cases. It is advisable to continue well- 
controlled treatment for about three months before: a 
decision is made that the treatment is not of value, as 
blood pressure may decrease slowly in instances in which 
it is reduced at all. Potassium sulphocyanate should never 
be administered for a long period unless the amount 
given is based on studies of concentration of cyanates in 
the blood. It is imperative for the physician prescribing 
sulphocyanates to familiarize himself with the literature on 
the subject before treating the patient with them. Not 
only does the administration of potassium sulphocyanate 
help patients who have not had an operation for the con- 
dition, but also in some of the cases in which little or no 
benefit has been obtained from operation its use has been 
followed by very gratifying results. In some cases in 
which potassium sulphocyanate was given before operation 
without benefit the administration of the drug after exten- 
sive sympathectomy has produced marked lowering of the 
blood pressure. 


Rest and the reduction of nervous stresses and strains 
are important in the treatment of many patients who have 
essential hypertension. In general, it is advisable for such 
patients to obtain nine hours of rest in bed at night, to lie 
down for an hour or an hour and a half in the middle of 
the day, to take vacations frequently, to acquire a calm 
philosophic outlook on life, and to avoid nervous stresses 
and strains. Young individuals who follow strenuous occu- 
pations may well consider it advisable to change to an 
occupation that is more restful. 


Many diets have been advised in the treatment of hyper- 
tension, but there is little evidence that diet influences 


blood pressure. We do not feel it advisable to restrict 
protein or salt in diets of hypertensive patients. Indi- 
viduals who are over ‘weight should reduce, for obesity 
throws an additional strain on the heart by increasing the 
work that it must do and as a result of deposition of fat 
in heart muscle and around the organ. Restriction of 
intake of alcohol and coffee is not imperative unless they 
serve as stimulants. They do not themselves increase the 
blood pressure appreciably. Smoking increases greatly the 
blood pressure of many patients who have hypertension, 
and if this can be demonstrated by having the patient 
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smoke after his blood pressure has reached a basal level 
it is well to consider sharp restriction or complete elimina- 
tion of smoking. 


Indications for and Results of Surgical Treatment of 
Essential Hypertension 


The surgical treatment of hypertension is based chiefly 
on the assumption that the increased arteriolar tone can 
be released by operation on the sympathetic nervous sys- 
tem, thus lowering the blood pressure. Arteriolar tone 
can be diminished by sympathectomy, as has been estab- 
lished clinically in the treatment of Raynaud's disease 
and thrombo-angiitis obliterans. Extensive sympathectomy 
produces two other effects that may be of value in the 
treatment of essential hypertension (Fig. 1)—namely, an 
Splanchnic nerves 


Pplanchnic nerves 
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tight kidney 
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At operation 


Fic. 1.—Extensive subdiaphragmatic sympathectomy in which the 
major, minor, and lesser splanchnic nerves with a portion of the 
coeliac ganglion and upper lumbar sympathetic trunk are removed. 


increase in the blood supply to the kidneys and prevention 
or diminution of spontaneous release of adrenaline from 
the suprarenal glands. If the type of hypertension experi- 
mentally produced in animals by Goldblatt is comparable 
to essential hypertension in man, extensive sympathectomy 
is designed to destroy the sympathetic innervation of the 
kidneys and thus increase the blocd supply to them. We 
believe that sympathetic denervation of the suprarenal 
glands, which is accomplished as part of the procedure of 
extensive sympathectomy as performed at the Mayo Clinic 
(Fig. 2), is probably of value only because it diminishes or 
prevents episodes of marked release of adrenaline from 
the suprarenal glands. Whether extensive sympathectomy 
is more valuable in the treatment of essential hypertension 
than partial sympathectomy, such as supradiaphragmatic 
splanchnicectomy (Peet) or coeliectomy (Crile), I do not 
know, but extensive sympathectomy is a more logical pro- 
cedure, for it relieves sympathetic control of the kidneys 
and the suprarenal glands as well as that of the intra- 
abdominal regions and of a large portion of the lower 
extremities. 

From the discussion stimulated by the papers presented 
at the last International Surgical Congress in Brussels in a 
symposium on the surgical treatment of arterial hyper- 
tension it was evident that the surgical treatment of hyper- 
tension has proved of value in most clinics. Three factors 
in the causation of essential hypertension were stressed— 
namely, suprarenal, renal, and vasomotor. Hereditary. 
constitutional, and psychic factors, as well as the factors 
linked with certain hyperexcitable conditions of the sym- 
pathetic nervous system, were also discussed. 

The futility of carrying out extensive sympathectomy in 
cases of hypertension in which there is irreparable damage 
to the cardiovascular mechanism is apparent. Nor should 


operation be considered in a case in which a mild and 
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slowly progressive disease is amenable to medical treat- 
ment. Operation seems most eflicacious in the definite 
vasospastic type of hypertension, in which sharp and brisk 
elevations in blood pressure occur when the hands are 
immersed in cold water, and in cases in which a marked 
fall in blood pressure is produced when penteothal sodium, 
sodium amytal, or a _ nitrite is administered. As an 
average rule the patient must be Jess than 50 years of age 
and the hypertension must be classed as of group 2 or 3. 
One group of patients whose records seem discouraging 
are symptomatically relieved, especially of headaches. In 
one such case the pre-operative studies indicated little 
decrease in blood pressure and the post-operative blood- 
pressure readings were disappointing, but the patient was 
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Fic. 2.—Resection of a portion of the twelfth rib and exposure 
of splanchnic nerves, coeliac ganglion, and lumbar sympathetic 
trunk ; inset, incision employed. 
completely free from a disabling headache for eighteen 
months following operation. 

The contraindications to extensive sympathectomy are 
congestive heart failure, angina pectoris, marked renal 
insufficiency, and advanced arteriosclerosis. The operative 
mortality is negligible in properly selected cases, and, 
although some of the patients eventually die of the disease, 
Operation seems neither to have hastened nor to have 
delayed death. Experience with 237 patients who have 
undergone extensive sympathectomy without an operative 
death has demonstrated that the operation, as performed 
at the Mayo Clinic after careful examination and selec- 
tion, has a definite place in the treatment of essential 
hypertension. The symptomatic relief following operation 
has exceeded the effect on blood pressure. The propor- 
tion of patients relieved of headache when the effects of 
the operation on the blood pressure are recorded as good, 
fair, or poor was as follows: 100, 80, and 76 per cent. 
respectively. Nervousness was relieved after operation 
when the effect of operation on the blood pressure was 
recorded as good, fair, or poor, in 80, 66, and 67 per cent. 
of cases respectively. The proportion of patients relieved 
of non-anginal pain in the left side of the thorax after 
operation when the effects of operation on the blood 
pressure were recorded as good, fair, or poor was 90, 75, 
and 60 per cent. respectively. Fatigue on exertion was 
relieved after operation in 41, 44, and SO per cent. when the 
effect of operation on the blood pressure was recorded as 
good, fair, or poor respectively ; while dyspnoea on exer- 
tion was relieved in 50, 46, and 48 per cent. These 
figures bear out in a striking manner isolated clinical 
cbservations that frequently patients are relieved of such 
distressing symptoms as headache, in spite of the fact that 
reduction of their blood pressure does not seem apparent. 
The results of the operation for hypertension in the 237 
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cases were classed as follows: failure in 20 per cent., 
temporary relief in 28 per cent., fair results in 28 per 
cent.. and good results in 24 per cent. 

The women cbtained good or fair results from operation 
.in a slightly higher proportion of cases than the men, the 
percentages being 55 and 48 respectively. The duration of 
the hypertension before operation did not influence sig- 
nificantly the effect of operation. In contrast to previous 
conceptions regarding the influence of age, this factor did 
not seem to influence the good or fair results, although 
patients in the third decade of life received a slightly 
smaller percentage of good or fair results than did those in 
the fourth, fifth, and sixth decades. 

Allen, Lundy, and Adson (1936) reported a case in which 
operation was followed by lowered blood pressure until 
pregnancy occurred. After interruption of the pregnancy 
the blood pressure decreased to the previous level. The 
inference to be drawn from this case is that hypertension 
can be caused from toxaemias and can act, with regard 
to sympathectomy. in a manner similar to Goldblatt’s 
experimental animals. There seems, therefore, to be some 
difference in the mechanism of production of essential 
hypertension and of the hypertension that occurs as a part 
of toxaemia of pregnancy. Allen, Lundy, and Adson con- 
cluded that until more was known about the subject it was 
probably desirable for patients operated on for hyperten- 
sion to avoid pregnancy if possible; if such patients 
become pregnant careful observation of the blood pressure 
should be made, and if there is any evidence of an increase 
the pregnancy should be terminated. 

Since this case was reported several women who have 
had extensive sympathectomy for hypertension have com- 
pleted their pregnancies successfully without any change in 
blood pressure, and therefore we have come to the con- 
clusion that if a patient who has had a sympathectomy for 
hypertension becomes pregnant the pregnancy should be 
allowed to continue until toxaemia and increasing blood 
pressure indicate an impending danger. 

In analysing the results of surgical treatment by exten- 
sive sympathectomy it is evident that fixed rules with 
regard to the selection of cases for operation are difficult 
to formulate. In general it can be said that patients prob- 
ably will obtain good results from operation when the 
diastclic blood pressure decreases pre-operatively to Jess 
than 110 mm. Hg as a result of rest, administration of 
sodium amytal, and injection of pentothal sodium, and 
when sclerosis of the retinal arteries is absent or slight. 
Also, the probabilities that a patient will secure good 
results from operation are small in the presence of ad- 
vanced sclerosis of the retinal arteries, when the maximal 
diastolic blood pressure exceeds 150 mm. Hg, or when the 
diastolic pressure does not decrease to less than 120 mm. 
as a result of rest, intravenous injection of pentothal 
sodium, or administration of sodium amytal. It has been 
demonstrated that operation car be carried out safely. 
The operation does not disable, and it often produces 
remarkable effects on blood pressure. 


Comment and Summary 


In the treatment of hypertension, primary or essential 
hypertension, which exists in 85 per cent. of cases, and 
secondary hypertension, which is present in 15 per cent. 
of cases, must be considered. Secondary hypertension 
results from such lesions as pyelonephritis, glomerulitis, 
hydronephrosis, coarctation of the aorta, and tumour of 
the suprarenal glands. The surgical treatment of essential 
hypertension is based on the assumption that increased 


arteriolar tone can be reduced by operation on the sympa- 
thetic nervous system, and thus lowering of the blood 
pressure is effected. Two other effects of surgical treat- 
ment that may be of value in the treatment of essential 
hypertension consist of an increase in the blood supply to 
the kidneys and prevention or diminution of the flow of 
adrenaline from the suprarenal glands. In analysing the 
surgical results it has been found that patients who suffer 
from a high fixed blood pressure associated with cardiac 
and renal damage do not obtain enough improvement 
from operation to warrant its use. Patients whose blood 
pressure tends to decrease with rest and after administra- 
tion of sedatives on pre-operative observation have proved 
suitable for serious consideration of operative treatment. 
A decrease of both the systolic and diastolic blood 
pressures is important, and the best results have been 
obtained when the diastolic pressure decreases to Jess than 
110 mm. Hg under observation. Results have been classi- 
fied as good, fair, and poor. Included in the good results 
are those patients whose blood pressure has returned to 
normal or nearly to normal and has remained so for Jong 
periods of time. In addition, relief of symptoms was also 
noted. Fair results are considered to have been obtained 
in cases Where there is a small réduction of blood pressure 


with relief of symptoms over long periods of time. Those 
patients who have experienced a_ slight or moderate 


decrease of blood pressure with temporary relief of 
symptoms are adjudged to have obtained poor results. 

In considering the results of surgical treatment of 
essential hypertension, it is apparent that the operation ts 
of a physiological rather than a pathological nature and 
that the post-operative response depends on the amount of 
associated pathological changes in the peripheral vessels, 
heart, and kidneys. 

In analysing the surgical results it is also necessary to 
keep in mind that patients who suffer trom progressive 
hypertension face a four-year mortality rate of 30 per 
cent. in group 1, 42 per cent. in group 2, 78 per cent. in 
group 3, and 98 per cent. in group 4. Although sympa- 
thectomy may not be the ideal remedy, there is much 
evidence that it may prevent or delay complications that 
all too frequently cause death in the most productive 
period of the patient's life. 


BIBLIOGRAPHY 
Allbutt, C. Quoted by Keith, N. M. (1939): Proc. Mayo. Clin., 
14, 209 


Allen, E. V.. Lundy, J. S., and Adson, A. W. (1936). Ibid., 11, 
Ayman, David (1934). Arch. intern. Med., 58, 792. 

Barker, M. H. (1937). Wisconsin med. J., 36, 28. 

and Walters, Waltman (1938). Proc. Mayo Clin., 


Binger, M. W., and Craig, W. McK. (1938) Ibid., 18, 17. 

Bright (1836). Guy's Hosp. Rep., 1, 338. 

Butler, A. M. (1937). J. clin. Invest., 16, 889. 

Donzelot, E. (1934). Bull. Mém. Soc. méd. Hop. Paris, 50, 1510. 

Fahr, Th. (1922). Virchows Arch., 239, 41. 

Goldblatt, H. (1937). Ann. intern. Med., 11, 69. 

Gull, William (1872). British Medical Journal, 2, 673, 707 

Jung: Quoted by Kelly, H. M, er al., loc. cit. 

Kalk: Idem, ibid. 

Keith, N. M., and Wagener, H. P.: Personal communication to 
the author. 

Kelly, H. M., Piper, M. C., Wilder, R. M., and Walters, Waltman 
(1936). Proc. Mayo Clin., 11, 65. 

Labbé: Quoted by Kelly e al., loc. cit. 

Laubry and Bernal: Idem, ibid. 

Longcope, W. T. (1937). Ann. intern. Med., 11, 149. 

Mayo, C. H. (1927). J. Amer. med. Ass., 89, 1047. 

Oberling: Quoted by Kelly ef al., loc. cit. 

Orth: Idem, ibid. 

Porter: Idem, ibid. 

Robert: Idem, ibid. 

Shipley and Pincoffs: Idem, ibid. 

Vaquez: Idem, ibid. 

Volhard, Franz (1918). Die doppelseitigen hamatogenen Nicrener- 
krankungen (Bright’sche Krankheit), p. 576, Julius Springer, 
Berlin. 


ae 
Treat- 
finite > 
brisk 
are 
irked 
ium, 
> an 4 
age 
In 


1220 Dec. 23, 1939 


THE VITAMIN K ACTIVITY OF 2-METHYL- 
1:4-NAPHTHOQUINONE AND ITS 
CLINICAL USE IN OBSTRUC- 

TIVE JAUNDICE * 


BY 
JAMES M. MACFIE, M.B., M.R.C.P.Ed. 


Kirk Duncanson Research Fellow, 
Royal College of Physicians of Edinburgh 


A. L. BACHARACH, M.A., F.LC. 
AND 
M. R. A. CHANCE, B.Sc. 


(Glaxo Laboratories, Ltd., Greenford, Middlesex) 


Recognition that the chicken anti-haemorrhagic tactor of 
Dam (1935) and Almquist and Stokstad (1935) might have 
therapeutic uses followed several publications this 
country and the United States (Butt et al., 1938; Dam 
and Glavind, 1938; Warner er al., 1938; Illingworth, 
1939 ; Stewart, 1939 ; Rhoads, 1939), Attempts to isolate, 
identify, and synthesize vitamin K led to the discovery 
that 2-methyl-l : 4-naphthoquinone -(formula 1), though 
not identical with any of the naturally occurring forms 
of the vitamin, had anti-haemorrhagic propertics when 
tested on chickens (Almquist and Klose, 1939b ; Thayer 
et al., 1939a:; Ansbacher and Fernholz, 1939). Recent 
announcements by at least two groups of workers (Bink- 
ley e7 al., 1939; Fieser, 1939) show that one of the natur- 
ally occurring forms of vitamin Khas the. structure 
2-methyl-3-phytyl-l : 4-naphthoquinone.* Its action on 
the chick appears identical with that of the simple quinone 
containing no phytol residue. 

Batches of the quinone have been prepared in the 
Technical Research Laboratery of Glaxo Laboratories, 
Ltd., under the direction of Dr. E. Lester Smith; all the 
samples used for biological test or clinical trial have con- 
formed to the following specification: 


Methyl-naphthoquinone not less than 98.59% 


1% 231 mu, not less than 150 


E 

1 cm. ; 250 mu, not less than 1150 
Loss in vacuo .. not more than 0.15% 
Chromium not more than 0.019% 


Melting-point 104° to 106° C. 


The methyl-naphthoquinone was estimated by titration 
with titanous chloride, according to the method of Pinder 
and Singer (1939). 

The compound has been found by us to be fully active 
on chicks in doses of the same order as those of the 
samples of natural vitamin examined by various authors. 
We have ourselves not had available highly purified speci- 
mens of the naturally occurring phytyl derivative, but we 
have been at some pains to compare the activities of 
various natural “ concentrates * with one another and with 
the synthetic methyl-naphthoquinone, 

The methods of biological test used did not differ sub- 
stantially from those described by a number of previous 
investigators (Schonheyder, 1936; Almquist and Stokstad, 
1937: Ansbacher, 1939; Thayer et al., 1938), and we 
would only call attention to certain points of technique, 
some of which constitute minor modifications in this type 
of work and may be of interest. 

The diet consisted of rice flour (from polished rice), ether- 
extracted fish meal, and ether-extracted dried yeast, with 


* Received for publication on October 13, 1939. 
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adequate quantities of sodium chloride, cod-liver oil, and 
ferrous sulphate. The naphthoquinone supplements were 
fed to chicks that had received only this diet from 2 days 
old to 14 or 15 days. It was dissolved in cod-liver oil, and 
administered by means of a graduated pipette or a micrometer 
s\ringe straight into the chicken’s gullet. 
clotting times and * prothrombin times ~ (Almquist and Klose, 
1939a) have been determined. 


At first we experienced considerable difficulty in obtain- 
ing responses regularly graded to dose, although substances 
having vitamin K activity invariably promoted a clearly 
marked difference in mean blood-clotting .times between 
chicks receiving no supplement to the vitamin-K-free 
basal diet and those receiving the diet with an adequate 
supplement of the substance. After a considerable 
number of experiments we have devised a method for 
obtaining samples of blood and determining its crude 
blood-clotting time that has overcome our difficulties ; a 
description thereof may possibly assist others. On_ theo- 
retical grounds it was obviously desirable to reduce to 
a minimum variations in the amounts present of the 
different substances taking part the blood-clotting 
system ; of these it seemed to us that thrombokinase was 
likely to be one of the most variable, particularly as it is 
known to be absent from blood and liberated rapidly by 
damaged tissues. After some discussion with Professor 
A. St. G. Huggett, to whom we are indebted for his 
interest in the matter, we concluded that direct puncture 
of the heart was likely to introduce an adequate though 
not excessive, and a nearly constant, amount of thrombo- 
kinase, whereas the methods adopted earlier, such as 
puncture of the alar vein, involving varying degrees of 
laceration, would almost certainly not do this. These 
considerations have been justified by experience. ; 


The birds are lightly anaesthetized with ether, and_ the 
heart is then exposed. A puncture is made in the left latero- 
ventral surface of the ventricle with a 22 S.W.G. syringe 
needle detached from any syringe. The needle has previously 
been thinly coated inside and out with paraffin wax. This is 
easily brought about by dipping the needle into a xylol solu- 
tion of the wax and then draining it and removing the solvent 
by light suction. We attach much importance to thorough 
mixing of the blood immediately after it has been withdrawn; 
this is done by allowing the blood to be pumped by the 
heart’s own action to the rim of the syringe needle and 
standing this for a few seconds in a vertical position. The 
well-mixed sample is then distributed into the required 
number of glass capillaries made from ordinary glass tubing 
and having an internal diameter of from 2 to 3 mm. Several 
of these are filled trom each sample of blood and are laid 
on the bottom of a flat metal dish, of which the under side 
is immersed in a water-bath controlled thermostatically at 
38.5° C. + 0.3. Portions of the capillaries are broken off 
from time to time and examined ; as soon as a clot is formed 
—easily observed by breaking the capillary and pulling the 
two pieces apart—the time is noted as the crude blood-clotting 
time of the sample. Good agreement is shown by duplicate 
samples and, as will appear below, quite reasonable consis 
tency in a group of animals receiving the same dose. 


Samples of the compound have also been tested for their 
effect on the “prothrombin time” as recommended by 
Almquist and Klose (1939a) ; here again significant lowering of 
the prothrombin time was obtained with doses of the same 
order as those producing significantly lowered crude blood- 
clotting times. Two portions of the same sample can be used 
to determine both blood-clotting time and prothrombin time. 


In spite of the practice of a number of investigators 
who attempt to define in “units” the vitamin K_ activity 


of methyl-naphthoquinone or other substances showing 
vitamin K activity, it is not, in the absence of a standard 
preparation for vitamin K, desirable to make more thad 
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a qualitative statement as to the activity of such sub- 
stances. 

Indispensable prerequisites to standardization are the 
elaboration of methods having as low an inherent error as 
possible and the preparation of a stable standard material. 
A recent test carried out by us on one sample of methyl- 
naphthoquinone seems to indicate that this should not 
present insuperable difficulties. The doses given to the 


Dose of Crude Blood-clotting Prothrombin Times 
Methyl- Times in Minutes in Seconds 
naphtho- | Number = 
quinone o Coeff. of} Standard Coeff. of Standard 
(micro- | Chicks | Mean Varia- | Error of | Mean Varia- | Error of 
grammes) tion*® Mean tion* Mean 

Nil 10 All animals wave over 30 Not determined 

minutes : six gave over 40 

0.4 7 23.6 22% 2.0 86 35% 11.4 

0.8 9 16.0 24% 1.3 59+ 24% 5 

1.6 10 9.8 18% 0.55 3256 

32 7 4.4 20% 0.31 27 377s 37 


* 100 = standard deviation + Eight animals only. 


mean 


(Probability that Differences are due to Chance— 
that is, to Random Errors of Sampling) 


Crude B!lood- Prothrombin 
(microgrammes) clotting Times Times 
0.4 and 0.8 1 in 20 1 in 20 
0.8 and 1.6 Less than 1 in 1,000 1 in 3 
1.6 and 3.2 Much less than 1 in 1,000 1 in 1,000 
50 100 


id 


PROTHROMBIN TIMES (SECONDS) 


i 
S0N0936 


10 
CLOTTING TIMES (MINUTES) na 


0 | | | 0 
05 1-0 2-0 2:5 3-0 35 

DOSE (MICROGRAMMES) 
Fic. 1.—Showing the effect of 2-methyl-1:4-naphthoquinone 


on the crude blood-clotting times and the prothrombin times of 
vitamin-K-deficient chicks. 


individual animals were divided into four equal portions 
and administered apart from the basal diet, as described 
above. The animals were killed five days after the first 
dose, the final twenty-four hours representing a no-dose 
period designed to eliminate any irregularities of response 
due to delayed absorption. Blood was collected in the 
manner described and the prothrombin times of all 
samples were determined, as well as the crude blood- 
clotting times. The results of beth sets of measurements 
are given in Tables I and II and illustrated in Fig. 1. It 
will be observed that in our hands determination of 
crude blood-clotting times appears to offer a better means 
ot biological assay than determination of prothrombin 
times, contrary to the recent finding ef Almquist and 
Klese (1939a): nevertheless, the two sets of results follow 
the same general trend. 

The relation between y, the response (crude blood-clotting 
times), and vy, log dose (in microgrammes), is found to be 
expressed by the equation: y = 14.6 - 21.9x. The usual test 


was applied to the plotted points for departure from linearity 
of regression, but the mean square due to ‘deviations from 
linear regression” was less than that “ within doses.” The 
value of z was — 0.40 with a 5 per cent. point of 1.5. Hence 
there is no significant departure from the linear relation. 


Thayer et al. (1939b) have suggested the use of 2-methyl- 
naphthoquinone’ as a suitable standard preparation for 
the assay of vitamin K ; it was with the same idea that 
we prepared (before their publication was available) the 
dosage/response curves shown in this paper. It seems to 
us, however, that the argument can be developed a stage 
further. If the methyl-naphthoquinone is found to have 
the same therapeutic action on human patients as concen- 
trates of naturally occurring vitamin K_ it would be 
pessible to dispense altogether with biological assays and 
the need for a standard preparation—except in so far as 
estimates of vitamin K in different food materials were 
required for use in dietary surveys. This _ possibility 
appealed to us the more in that the biological tests cannot, 
in our experience, be depended on always to give clear-cut 
results. The mean blood-clotting time produced by the 
same dose of vitamin K in different groups of chicks 
varies, as does the difference in mean blood-clotting times 
preduced by a given difference in dose level. In other 
words, the test has a high inherent error, due both to 
high variance of the animals in a test group and also to 
variations in the slope of the dosage/response curve. 
Although a number of workers have published particulars 
of tests carried out at various dose levels (notably Ans- 
bacher, 1939, and Thayer er al., 1939c), such publications 
have not always included adequate statistical analysis of 
the results. 

As Thayer et al. (1939b) have pointed out, the methyl- 
naphthoquinone needs no biological assay ; its purity can 
be established by chemical and physico-chemical tests. 
The methods of Pinder and Singer (1939) can afford far 
greater guarantee of purity and potency than any test 
on animals. One of us has therefore investigated the 
effect of pure 2-methyl-1:4-naphthoquinone itself on a 
short series of cases; the substance was administered as 
a sterile solution in olive oil.* Unfortunately the investi- 
gations had to be abruptly stepped owing to the outbreak 
of war; it was, however, thought that the results 
warranted publication. 

The prothrombin times of these cases were estimated 
by the method of Quick er a/. (1935) and the prothrombin 
indices expressed in the manner described by _Illing- 
worth (1939). It will of course be realized that the 
“ prothrombin index,” as distinct from the “ prothrombin 
time.” determined in the chick experiments, is directly 
related to the blood-clotting time. As this decreases and 
the patient’s condition improves, so the prothrombin index 
increases ; the prothrombin time of Almquist and Klose 
diminishes with increasing doses of vitamin K cr methyl- 
naphthoquinone. 

Case I 


A man aged 62: this patient had been ill for eight weeks. 
At the onset of the illness his appetite became poor and fatty 
foods began to upset him. A week later jaundice appeared, 
and progressed steadily till the time when he was first seen. 
The jaundice was of an obstructive type. 

On examination marked jaundice was present. There was 
slight guarding of the muscles of the right upper quadrant 
of the abdomen. No enlargement of liver. gall-bladder, cr 
spleen was detected. The prothrombin index was 29 per cent. 
Naphthoquinone 10 mg. was given intramuscularly » S mg. 
was given next day, and S mg. on the third day. The 

* Available under the name of * kapilon ” G.L., as 0.5 per cent. 
solution in 1 c.cm. ampoules. 
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prothrombin was again estimated, and found to be 78 per 
cent. At this time he had some vomiting and nausea, which 
passed off in two days. On the sixth day the prothrombin was 
93 per cent., no more naphthoquinone having been given since 
the third day. On the eleventh day he was operated upon 
and extensive adhesions and a large carcinoma of the 


125 per cent. There was some difficulty in getting the speci- 
men of blood ; this may explain the exceptionally high figure. 
On the fourth day 5 mg. of naphthoquinone was given, 


pancreas were found; cholecyst-gastrostomy was per- 
formed. There was a moderate ooze at operation. He 
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Fic. 2.—Chart of Case Il. 


was given 5 mg. of naphthoquinone that day and the next. On 
the third day after operation he was given 5 mg., and the pro- 
thrombin was 100 per cent.: he was somewhat drowsy. From 
the fourth day after operation onwards he had 10 mg. 
naphthoquinone daily by mouth. On the seventh day after 
operation the prothrombin was 93 per cent. By this time he 
was drowsy and confused. The cholecyst-gastrostomy did 
not function. He died on the eighth day after operation. 


Case Il 


This patient was a woman aged 69 who had had digestive 
symptoms for two years. She suffered chiefly from nausea 
and flatulence. For a year or so she had occasionally been 
jaundiced, and on admission had been jaundiced for three 
months. She had a constant dull ache in the epigastrium. 

On admission she was moderately jaundiced. There was 
tenderness and slight guarding of the muscles in the epi- 
gastrium. No enlargement of liver or gall-bladder was 
detected. There was no evidence of functioning gall-bladder 
on radiological examination. The prothrombin index was 
60 per cent. She was given 10 mg. of naphthoquinone next 
day and 5 mg. daily by intramuscular injection thereafter. 
On the third day the prothrombin was 83 per cent. She was 
operated upon that day, and carcinoma of the liver and bile 
ducts was found: no relief of the jaundice was possible. On 
the second day after operation the prothrombin index was 
108 per cent. She was feeling better. On the fifth day the 
administration of naphthoquinone was stopped. Next day the 

. prothrombin was 102 per cent. Her condition was stationary. 
The patient was evacuated from hospital and lost sight of. 


Case Ill 


This case was that of a woman of 69 who had had silent 
progressive jaundice for three weeks before she was seen. 
For a week or so she had had severe vomiting after food— 
even water made her sick. On examination she was very frail 
and weak. Marked jaundice was present. No enlargement 
of liver or gall-bladder was detected. Operation was deemed 
inadvisable. The prothrombin index was 37 per cent. She 
was given 10 mg. of naphthoquinone intramuscularly on the 
first day, 5 mg. on the second day, and 5 mg. on the third 
day. By this time the prothrombin index had risen to 


Fic. 3.—Chart of Case II. 
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administration thereafter being stopped. Her clinical con- 
dition remained the same until the seventh day, when the 
index was 98 per cent. 


Case IV 


This patient, a man aged 55, had a five-months history of 
illness. At the beginning he had abdominal pain and 
diarrhoea, followed two days later by jaundice, which re- 
sponded partially to treatment as catarrhal jaundice. The 
condition persisted, and when first seen he was a well-covered 
man showing marked jaundice. The gall-bladder was enlarged 
and palpable. The prothrombin index on the first day was 
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Fic. 5.—Chart of Case IV. 


39 per cent. At 9 p.m. he was given 10 mg. of naphtho- 
quinone ; at 8 a.m. next day he received a further dose of 
10 mg. A specimen of blood was taken at 9 a.m., and the 
prothrombin index was 78 per cent. At operation two days 
later a large carcinoma of the pancreas was found: a chole- 
cyst-enterostomy was done. The writer was then called away. 
On the fourth day after operation the index was estimated 
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by Dr. A. G. R. Lowdon and found to be 76 per cent., no 
naphthoquinone having been given in the interval. 


Commentary 


The problem of haemorrhage in jaundice has recently 
been reviewed by Illingworth (1939). 


Butt, Snell, and Osterberg (1939) found that the effects 
of intramuscular administration of vitamin K concentrates 
were not striking. The results herein reported of the use 
of 2-methyl-1 :4-naphthcquinone as a synthetic substitute 
for natural vitamin K are most striking. This prepara- 
tion, when given to four cases of obstructive jaundice with 
low prothrombin indices, has raised the index considerably 
in all of them within two days. In the last case the change 
was evident within twelve hours: it is probable that the 
eflect was present in the other cases at that stage too, 
but was not recognized because the index was not esti- 
mated soon enough. It is hoped that, when conditions 
are favourable, further work will be done on the question 
of the rapidity of this change. 

The results suggest that the intramuscular use of this 
synthetic product is effective in raising the prothrombin 
index in cases of obstructive jaundice. Its value in the 
prevention and treatment of haemorrhage in jaundice is 
apparent. The rapidity of its effect as shown in Case IV 
—within twelve hours—suggests that it may be particularly 
valuable in the treatment of post-operative bleeding in 
jaundice. There was no opportunity of investigating this 
in the present series Of cases. 


Our thanks are due to Professor Illingworth for his kindly 
encouragement and advice, and the thanks of one of us in 
particular (J. M. M.) to the physicians and surgeons to the 
Royal Infirmary of Edinburgh for allowing access to their 
cases : we are also indebted to Mr. T. Middleton for technical 
assistance in the experiments with chickens. 


Addendum 


While this paper was in the press we have learnt from Dr. 
K. K. Nygaard, who has described the successful use of 
Vitamin K concentrates in the treatment of neo-natal 
haemorrhage (1939), that 2-methyl-1: 4-naphthoquinone is 
also effective. He writes: “ A dosage of 5 mg. intramuscularly 
and 5 mg. per os seems sufficient. The prothrombin content 
is usually within normal limits after ten to twenty-four hours. 
The same dosage is used parenterally for prophylaxis, the 
injections being performed after the delivery of the baby.” 


REFERENCES 


Almquist, I H. J., and Klose, A. A. (1939a). Biochem. J., 33, 1055. 
(1939b). J. Amer. chem. Soc., 1923. 

— ond | Stokstad, E. L. R. (1935). J. biol. Chem.. ‘111, 105. 

Ansbacher, S. (1939). Ibid., 1'7, 303. 

— and Fernholz, E. (1939). "J. Amer. chem. Soc., 61, — 


Binkley, S. B., Cheney, L. C., Holcomb, W. F., McKee, R a Wes 
A., D. W., and Doisy, E A. (1939). 
Ibid 


Butt, H. R., Snell A. M., and Osterberg, A. E. (1938). Proc. 
Mayo Clin., 18, 65, 72, 74, 753. 

—. — (1939). J. Amer. med. Ass., 118, 383. 

Dam, (1935). J., 29, 1273. 

— and Glavind, J. (1938). Lancet, 1, 720. 


Fieser, L. F. ale J. Amer. chem. Soc., 61, -2559. 

iC: W. (1939). Lancet, 1, 1031. 

Nygaard, K. K. F989) Acta Obstet. Gyn. scand., 29, 33. 

Pinder, J. L., and Singer, J. H. (1939). Analyst, 64, January (in 
the press). 

Quick, A. 7 Stanley-Biown, M., and Bancroff, F. W. (1935). 
Amer. J. med. Sci., 190, S01. 

Rhoads, J. E. Surgery, 5, 

Schonheyder, F . (1936). Biochem. 30, 890. 

Stewart, J. D. (1939). Ann. ol 109, 588. 

ea te Ps A., MacCorquodale, D. W., McKee, R. W., and Doisy, 

A. (1938). J. biol. Chem., 128, p. cxx. 

"Cheney C., Binkley, S. B., MacCorquodale, and 
Doisy, (1939a). J. Amer. chem. Soc., 

Binkley, MacCorquodale, D. W., Doisy, 
A. D., Brown, R. A., and Bird, O. D. (1939b). "Ibid. 61, 2563. 


— McKee, i W.. Binkley, S. B., MacCorquodale, D. W., and 
Doisy, E (1939¢). Proc. Soc. exp. 4 N.Y., 40, 478. 
Warner, E. D., ‘a ee. K. M., and Smith, H. P. (1938), Amer. 

J. med. Sci., 196, 50. 


THE SIMPLIFICATION OF TECHNIQUE 
IN PERORAL ENDOSCOPY* 


BY 


V. E. NEGUS, MLS., F.R.C.S. 


Surgeon for Diseases of the Ear, Nose, and Throat, 
King’s College Hospital 


Peroral endoscopy is a difficult and dangerous art, and 
for most of us who practise it everything must be done 
to simplify the technique. Even with every available aid 
that can be provided there are still many failures and 
disasters. It is impcssible for the average laryngologist 
to emulate the success of those who devote their whole 
lives to this branch of surgery, nor do many possess the 
necessary skill. For my part I have recognized my 
limitations, and have constantly endeavoured to make 
such alterations as appeared practicable—not with the 
ambition of improving on the work of my teachers but 
rather to make up for lack of skill by simplification of 
methods and thereby to obtain some measure of success. 


Anaesthesia 


For the safe performance of endoscopy the patient 
must lie quietly for as long as desired, without changing 
position and without being restrained. If this desideratum 
is not attained there will be mental anxiety for both 
surgeon and patient and greatly increased difficulties in 
manipulative technique. It ‘is essential that the operator 
should not be hurried. 

I myself prefer to carry out vesophagoscopy under 
general anaesthesia, except when dealing with cases of 
cardiospasm. The. tubes used are of large size, and the 
manipulation is often lengthy, as, for instance, in the 
insertion of radon seeds. It is most important that the 
position of the subject should remain unchanged, other- 
wise perforation of the mediastinum or aorta might 
follow. Particularly during the removal from the oeso- 
phagus of sharp foreign bodies such as bones or pins, 
complete relaxation and immobility must be obtained, and 
for this type of work I consider general anaesthesia to 
be essential in every case. A preliminary basal anaes- 
thetic, such as avertin, paraldehyde, or morphine and 
scopolamine, is given, followed by intratracheal adminis- 
tration of gas-and-oxygen. 


Bronchoscopy is far less upsetting than oesophagoscopy, 
especially as, in my practice, large oesophagoscopes are 
employed. In adults bronchoscopy and _ laryngoscopy 
may be carried out satisfactorily under local anaesthesia, 
after a preliminary injection of morphine and scopolamine. 
Children are more readily examined after being given 
a rectal injection of paraldehyde ; this by itself is usually 
sufficieut, but if there is much restlessness a little inhala- 
tion anaesthetic may be required. 


Position of Patient 


The use of a head-rest, elaborated from that of Haslinger, 
facilitates endoscopic procedures for the majority of 
surgeons. There is then no necessity for a skilled assistant 
to hold the head, nor is there any change of position, 
however long a time is taken in examination or manipula- 
tion. The position of the patient is under the direct 
control of the surgeon and can be regulated minutely. 
With a head-rest there is no necessity tor the operator 
to alter his position: the table is raised or tilted so as 


* Read in opening a discussion in the Section of Oto-rhino- 
laryngology at the Annual Meeting of the British Medical Asso- 
ciation, Aberdeen, 1939. 
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to bring the lumen of the bronchoscope or oesophagoscope 
into line with the surgeon’s eye. This is of especial 
advantage in examining the lower end of the oesophagus, 
when a crouching position would be necessary if the table 
remained stationary. Arm-rests keep the patient’s body 
in a central position and replace a second assistant. 
Instruments are kept at hand in a sterilized holder or 
quiver, and are thus readily available. 


Instruments 


Laryngoscopes.—To facilitate examination of the larynx 
an attempt was made to produce an instrument with an 
unobstructed lumen but with a powerful beam of light 
thrown beyond the lower aperture. This desideratum was 
attained by the use of twin lights set obliquely into the 
walls of the laryngoscope, provided with lenses to focus 
each light into a parallel beam; the two beams overlap 
just beyond the lower aperture of the tube. The instru- 
ment designed is evenly balanced and is easily sterilizable. 

Bronchoscopes have been designed with slight changes 
from those of Chevalier Jackson. The upper third, which 
remains in the mouth and pharynx, is funnel-shaped, so 
as to give more room for inspection and for the intro- 
duction of instruments. The light and its carrier are 
extremely thin, and are carried in a groove and not in 
a tube ; with small bronchoscopes the consequent gain of 
a millimetre is of considerable advantage. Distal illumina- 
tion is relied on, with the addition of an attachable 
proximal projector for general inspection of the bronchi 
on occasion; oblique lighting, as used in my laryngo- 
scopes and oesophagoscopes, is unsuitable for broncho- 
scopes. 

The oesophageal specula and oesophagoscopes have 
been designed on lines similar to the laryngoscopes already 
described. The obliquity of the lamp must be so designed 
that the full beam of light can pass uninterruptedly out 
of the lower aperture of the instrument, without any 
reflection from the walls. It is an advantage, in fact, if 
the walls are dull; they must never be polished. Any 
light reflected from the walls dazzles the operator and 
impedes his manipulations. The oesophagoscopes used 
are very large, up to a full size of 20 x 18 mm. It is 
sometimes forgotten that the oesophagus is wide and lax ; 
it is more readily examined if held open by a big specu- 
lum or oesophagoscope, thus enabling a comprehensive 
view of the whole viscus io be obtained without move- 
ment of the instrument. The bronchi, on the other hand, 
are relatively narrow and rigid, and will only accommo- 
date tubes of a size too small to be effective in the gullet. 


Endoscopic Trolley—A movable trolley, containing a 
powerful and silent suction pump, is used ; the pump can 
produce a complete vacuum, which is of advantage when 
fine bronchoscopic suction tubes are in use. Rheostats 
are built into the trolley to transform current from the 
main down to the desired voltage. All the controls are 
detachable and sterilizable, thus enabling the operator to 
adjust the lights for himself. 

Forceps.—The forceps used are made with an extended 
sliding tube, to prevent bending of the stylet. 

Suction Tubes.—Bronchoscopic suction tubes are made 
with a flexible end of gum elastic to allow of easy intro- 
duction into bronchi diverging from the main stem. 

Dilators—-Dilating bags of two sizes are used, mounted 
on a flexible gum-elastic end connected to a metal tube. 
They cari be passed through strictures under direct vision. 

Eye Shicld---To enable a clear view to be obtained 
throughout a bronchoscopic examination a glass shield is 


employed. It consists of a toughened glass disk, steri- 
lizable by boiling. The disk, if soiled, can be rotated so 
as to bring a clear area in front of the operator’s eye. 


Conclusion 


The goal to be attained is the establishment of efficient 
endoscopic centres in every large town and city, in charge 
of capable surgeons. It is my sincere hope that the tech- 
nique described may be of help in fulfilling this object. 


TREATMENT OF GASTRO-INTESTINAL 
ACHALASIA BY SPINAL ANAESTHESIA 


BY 


E. D. TELFORD, B.Chir., F.R.C.S. 


Emeritus Professor of Surgery, University of Manchester 
AND 


H. T. SIMMONS, M.D., Ch.M., F.R.C.S. 


Research Fellow, the Royal Infirmary, Manchester 


The mechanism of gastro-intestinal peristalsis is not yet 
fully understood. The smooth muscle of the tube is 
under the control of the autonomic nervous system, but 
the exact extent of this control is not known, because 
an unknown but not inconsiderable part in peristalsis is 
played by the automatic action inherent in the smooth 
muscle cell. Of the two antagonistic or complementary 
halves into which the autonomic system is divided it would 
appear that the sympathetic is the “ filler’ nerve, whilst 
the parasympathetic is more concerned with propelling 
material along the tube. This view is possibly too simple 
to be true, because it may be that the action of either of 
these systems will vary with the state of the tube at any 
given time. There is, however, considerable evidence, 
clinical and experimental, for the view that the sympa- 
thetic system, by its control of sphincteric action, main- 
tains a section of the tube in a ‘full condition, and on 
relaxation of the sphincteric action the parasympathetic 
passes the contents along the tube. 


Such mechanism implies a delicately co-ordinated 
balance between the sympathetic and parasympathetic 
systems, and if for any reason that balance is disturbed 
some disorder of function will result. Should the im- 
balance take the form of over-action of the sympathetic 
or of under-action of the parasympathetic there will be 
a failure of sphincteric control adequately to relax, with 
the result that the section of tube above the obstruction 
will in course of time become dilated and hypertrophied. 
To this failure of sphincteric action to relax Hurst has 
given the name of achalasia, and in this condition is to 
be found the most likely explanation of congenital mega- 
colon and of mega-oesophagus (the so-called cardio- 
spasm), 


Congenital Megacolon 


There can be no doubt that, while many of the less 
severe forms are amenable to medical measures, the treat- 
ment of the more severe types should be by surgery. 
The earlier interventions of the surgeon took the form of 
resections or short-circuiting. These methods, always 
dangerous and often futile, were discarded when the 
neurogenic basis of the disease was discovered, and the 
attack was then directed to an interruption of the sym- 
pathetic supply. This method, carried out in various 


ways, has given most excellent results, but a recent paper 
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by Stabins, Morton, and Merle Scott (1935) causes one 
to deubt whether these operations are really necessary 
for the cure of congenital megacolon. These writers have 
made the important observation that in a number of 
cases of congenital megacolon in which a spinal anaes- 
thetic was given purely for diagnostic or prognostic 
purposes the patients, on subsequent examination, were 
found to be “ practically completely cured.” 


As the result of this suggestion we have, since 
January, 1938, treated six cases of congenital megacolon 
in children by spinal anaesthesia alone, and to these we 
are able, by the courtesy of Mr. R. L. Holt, to add 
a seventh case. These seven cases were all severe types 
of the disease, suffering from most obstinate constipa- 
tion, with radiological evidence of an enormously dilated 
redundant colon. They showed also in a marked degree 
the sallow facies, the under-development, and the 
lethargy, both mental and physical, which are always so 
striking a feature of the severer types of the disease. The 
patients were six boys and one girl, and their ages ranged 
from 6 months to 12 years. 


The spinal anaesthetic was with two exceptions given 
by Dr. Falkner Hill, the drug used being decicaine in 
heavy solution. The nature of the drug used is probably 
immaterial, but it is essential that the upper limit of 
anaesthesia should reach the anterior root of the sixth 
thoracic nerve. This is necessary to ensure that the whole 
of the sympathetic supply to the gut is affected by the 
anaesthetic. The after-treatment has consisted of a 
regular daily dose of liquid paraffin, with a simple enema 
on alternate days. This treatment has been carried out 
for two weeks only. 


Each case has been regularly examined since the anaes- 
thesia, and all the children have been seen within the 
last month. The results are remarkably satisfactory. 
Four of the children are completely cured, and have had 
neither purgative nor special diet since they left hospital 
—they each have a normal daily motion. Three are 
almost completely well, but still need a small weekly dose 
ef a mild laxative. In all cases there is evident the 
same gain in weight, colour, and energy as is seen after 
a successful sympathectomy. Those which have been 
re-examined by barium enema show that although func- 
tion is perfect the enlarged bowel has not returned to 
normal, but is about half its former size. This again 
is in keeping with the radiological findings after sym- 
pathectomy. 


Case Histories 


Case 1.—A boy aged 11} years. Severe constipation since 
birth. Had been given enemata regularly, but averaged ten 
days between motions. He was undersized, sallow, and 
lethargic. The abdomen was distended and contained several 
large faecal masses. Barium enema showed gross dilatation of 
the descending and pelvic colon, with an extra loop of pelvic 
colon. A spinal anaesthetic was given on January 16, 1938, 
and resulted in complete cure of the symptoms. The boy 
is now well grown, of good colour, and is doing well at 
school and games. He has had no purgative medicine since 
leaving hospital. 


Case 2.—A boy aged 45 years. Constipation since birth. 
Under treatment in hospital the bowels acted twice in ten 
days. A thin pale child with distended abdomen. Spinal 
anaesthetic given on January 20, 1938. This patient has shown 
great improvement. His general condition is now excellent, 
but a small occasional dose of paraffin is still needed. (Mr. 
R. L. Holt’s case.) 


Cause 3.—A boy aged 10 years. History of constipation 
from birth, alternating with long periods of * diarrhoea.” On 
admission he had several fluid motions in the day. These 


were due to a retention colitis. The distended abdomen 
showed several faecal masses, one as large as a coconut. 
Spinal anaesthetic on May 24, 1938. This patient remains 
completely cured. No purgatives are needed, and the im- 
provement in his general condition is evident from the fact 
that he has gained a scholarship at his school and has dis- 
tinguished himself in swimming. 

Case 4.—A boy aged 12 years. Always constipated, and 
On two occasions admitted to a hospital for ‘“ obstruction.” 
On admission he had a distended tender abdomen with colic. 
The bowels were unloaded with difficulty. A barium enema 
showed “a very distended colon with poor haustration.” 
Spinal anaesthetic on July 14, 1938. He has been seen regu- 
larly, and the last note reads: “Result most satisfactory. 
General condition excellent. Good colour and full of energy. 
Bowels move daily without aid.” 


Case 5.—A boy aged 9 years. Had always been constipated, 
and averaged seven days between motions. A thin sallow boy 
with enlarged abdomen and palpable pelvic colon. Spinal 
anaesthetic on October 6, 1938. This boy remains almost 
completely cured, but needs a “chocolate laxative” once a 
week. He is growing well, is of healthy colour, and is very 
active. 

Case 6.—A girl aged 5 years. A thin, under-developed, and 
very sallow child who has needed regular purgatives and 
enemata since birth. Frequent abdominal colic and occa- 
sional vomiting. Had a distended abdomen, and the barium 
enema showed “much dilatation of the colon, chiefly in the 
rectal and pelvic sections.” On January 17, 1935, a lumbar 
sympathectomy was attempted under general anaesthesia, but 
Owing to an anaesthetic mishap it is certain that the operation 
was incomplete, and no benefit resulted. On October 21, 
1938, she was given a spinal anaesthetic, since when she has 
been much improved. She needs senna once a week. A 
barium enema given on July 7, 1939, showed “ slight balloon- 
ing of the rectum and distal part of the pelvic colon. The 
proximal part of the pelvic colon shows lack of haustration. 
The rest of the colon shows normal haustration and appears 
to be of good tone.” 

Case 7.—A boy aged 6 months. Constipation since birth, 
with an enormous abdomen and “very definite radiological 
evidence of enlarged colon.” This case had been very 
thoroughly treated in a special hospital, but without any im- 
provement in the condition. The baby was under weight, and 
the abdomen was enormous, with wide separation of the 
recti. A spinal anaesthetic was given on February 14, 1939, 
and from that time the bowels have acted daily without 
assistance. The child is now of normal weight and colour. 
The abdomen has steadily diminished in size, and the infant 
now appears normal in every way. 


Mega-oesophagus (Cardiospasm) 


This condition is now regarded as an achalasia, or 
failure of the cardio-oesophageal sphincter to relax. This 
causes the obstruction to which the dysphagia, the oeso- 
phageal dilatation, and the other distressing symptoms are 
due. The treatment has so far proved difficult and dis- 
appointing. Some of the less severe cases are able to 
carry on by periodical use of the mercury bougie. The more 
severe have been treated by retrograde digital dilatation, 
or by the attempt to establish an anastomosis between the 
stomach and the dilated oesophagus. Owing to the 
difficulties and grave dangers of these methods Knight's 
(1934) suggestion that the sympathetic supply to the 
cardiac sphincter might be interrupted by the simple 
operation of resection of the left gastric artery was 
received with enthusiasm. The operation was practised 
by several surgeons, but most unfortunately the results 
have not justified the hope that was aroused. Our own 
experience of the operation is limited to three patients, 
in only one of whom was there a slight improvement. 
The failure of this easy and attractive procedure is 
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explained in a paper by Mitchell (1938), who has shown 
that those fibres which acccmpany the left gastric artery 
are merely one part of what is in fact a very complex 
innervation, and that Knight's operation must inevitably 
fall short of a complete sympathetic denervation of the 
sphincter. 

In view of the gocd results obtained in cases of mega- 
colon by spinal anaesthesia alone it seemed to us obvious 
that the same method should be tried in mega-oesophagus. 
Accordingly, when in July, 1938, a very typical example 
of mega-oesophagus in a young man was referred to us 
for treatment, we asked Dr. Faikner Hill to administer a 
spinal anaesthesia which should include the first thoracic 
nerve, and so paralyse the whole of the sympathetic out- 
flow from the spinal cord. This was done, and on the 
same evening his power of swallowing was completely 
restored, and he has not had the slightest difficulty with 
any type of food since the anaesthesia. Short notes of 
the case are as follows: 


A male slipper worker aged 26 had suffered from 
dysphagia during two years, Difficulty was always present. 
At the best he could get down some solid food with the help 
of copious drinks, but often a whole meal was returned 
unaltered a few minutes after he had eaten. He had lost 
one and a quarter ‘stone in weight, was very weak, and was 
unable to work. Routine clinical examination showed 
nothing abnormal. The radiological examination revealed 
an enormous oesophagus with a rounded cul-de-sac from 
which emerged a thread-like trickle of barium. Spinal 
anaesthesia, including level of T.1, was given on July 29, 1938. 
The relief of symptoms was immediate and complete. A 
barium swallow some six months afterwards showed that 
the bulk was passed direct into the stomach. The oesophagus 
was still large, but had been reduced to about a half of its 
former size. A portion of the barium was held up in the 
cul-de-sac. It will be noted that this finding is exactly similar 
to those in successful cases of megacolon, in which, although 
function is fully restored, the anatomical restoration is far 
from complete. The patient remains completely cured, and 
in July, 1939, he wrote: “My cure is maintained. I ate 
yesterday toast, cheese, potatoes, onions, and kippers. My 
weight has returned to 10 st. 4 Ib., which is as much as I ever 
weighed.” 


Discussion 


We cffer no explanation of these results from the use 
of spinal anaesthesia alone, but think it worth while 
to record the facts which have emerged from this work. 
The temporary but complete knock-out administered to 
the sympathetic supply appears to have brought the two 
halves of the autonomic system once more into step. 


Although mega-oesophagus may be of congenital origin, 
it is a fact that in later life the actual onset of symptoms 
is in some patients precipitated by a shock, and it may 
be that the further shock of the spinal anaesthetic corrects 
the imbalance. Mega-oesophagus is a rare condition, and 
it is unlikely that any one surgeon will meet with a 
number of cases large enough to permit an authoritative 
opinion on its treatment. We therefore publish this 
single instance in the hope that this simple treatment may 
be put on trial. 


The ever-present handicap to the successful treatment 
of disease by interventions aimed at the sympathetic 
nervous system is the existence of secondary fibrotic 
changes in the affected organ. This fibrosis eventually 
converts the viscus into a fibrous bag and progressively 
destroys the normal neuromuscular mechanism, on the 
restoration of which the operation depends for its success. 
For this reason the method we describe, if it is to succeed 
at all, will be more hopefully tried in the earlier cases. 


Summary 


Seven cases of megacolon in children have been 
treated by spinal anaesthesia alone with excellent results. 


A case of mega-oesophagus (cardiospasm) treated by 
spinal anaesthesia remains completely cured. 
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DIPHTHERIA PROPHYLAXIS 


A REVIEW OF THE ANTIGENS AND METHODS 
AVAILABLE 


BY 


J. TUDOR LEWIS, M.D., D.P.H. 


(From the Health Department of the County Borough 
of Croydon) 


Attention has been directed in earlier communications 
(Lewis, 1939a, 1939b) to the lack of uniformity in the 
current processes adopted in this country for controlling 
diphtheria by active immunization. A questionary issued 
by Dr. O. M. Holden, the medical officer of health for 
Croydon, to the medical officers of some 140 of the larger 
urban authorities revealed an astonishing miscellany of 
method, not confined to the organization of the schemes 
but extending to the antigens themselves. Quite clearly 
there is no consensus of opinion on the merits of the 
various preparations. 


A review of the literature was made for the purpose of 
this paper, but it has been sacrificed to the present urgent 
pressure on editorial space. Some of the earlier workers 
in this field reported rather low rates of conversion to the 
Schick-negative condition after the use of various antigens, 
though little doubt can remain in one’s mind that by the 
proper use of toxoid—T.A.M. or T.A.F.—highly satisfac- 
tory results can be obtained. Up to 1938 in this borough 
approximately 99 per cent. of children who had previously 
received three injections of T.A.M. or T.A.F. were found 
to be Schick-negative. Glenny and colleagues (1926, 
193la, 1931b) discovered the antigenic advantage result- 
ing from the employment of alum with toxoid. For some 
time certain workers used these alum preparations in one 
dose—the so-called “one-shot” method—but in some 
series a disappointingly high percentage of the children 
were found to be Schick-positive when tested later. 
Chesney (1936), on the suggestion of Dr. R. A. O’Brien, 
used a first small dose to “detect” children who were 
unusually liable to troublesome reactions, followed four 
weeks later by 0.5 c.cm. In groups of 185 children in 
1936 and 1,555 in 1938 and 1939 Chesney (1938, 1939) 
obtained a 99 per cent. Schick-negative rate four weeks 
after the second injection. A number of authors quote 
percentages from 97 to 100. 


Results obtained in Croydon 


It may help, at a time when large numbers of town 
children are being transported to rural and potentially 
susceptible districts, to give the results that have been 
obtained in the county borough of Croydon. With three 
fortnightly doses of | c.cm. of T.A.M., 2,163 children 
originally Schick-positive gave a conversion rate to 
Schick-negative of 99 per cent. A.P.T. was given to 
1,039 children—760 originally Schick-positive and 279 not 
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Schick-tested. At first the earlier dose was 0.1 c.cm., but, 
since virtually no reactions were met with, this dose was 
incfeased to 0.25 c.cm., and the period between inocula- 
tions lengthened from two to four weeks; 99 per cent. 
of the children, tested eight to twelve weeks after the 
second injection, were Schick-negative. 

One of the supposed disadvantages that have militated 
against a more general use of A.P.T. is its alleged tendency 
to cause severe reactions. In the present series the parent 
of each child was specifically asked what discomfort, if 
any, each injection had caused. “Discomfort” was 
accepted as a reaction if the child had himself complained 
without being questioned ; or if he were obviously unwell 
within a day or so of the injection, there being no other 
explanation of his malady. In the accompanying table are 
given the reactions that were recorded. Thirty-five of 
these were mild and occurred after the first injection of 
0.1 to 0.25 c.cm. ; eight were severe, seven occurring after 
the first injection and one after the second injection. 


Reactions after A.P.T. 


A group of 760 children originally Schick-positive and 279 
not previously tested were given two injections of A.P.T.— 
mostly 0.25 c.cm. followed by 0.5 c.cm. four weeks later. The 
former group gave a conversion rate to the Schick-negative 
condition of 99.2 per cent. ; the latter group 98.9 per cent. No 
significant difference was found in different groups aged from 
1 to 14. The number of reactions was small and no serious 
trouble occurred. This method of preventing diphtheria merits 
a greater popularity than it at present enjoys. 


I wish to record my thanks to Dr. O. M. Holden and Dr. 
D. D. Payne, medical officer of health and deputy medical 
officer of health respectively of Croydon, for help in the 
preparation of this paper; and to the former for permission 
to publish it. 
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Clinical Memoranda 


Age Group Total Cases Total Reactions Reactions % 
1-5 402 4 0.99 
5-8 334 11 3.3 
8-10 154 9 5.8 
10-14 192 19 9.9 
1-14 1,082 43 39 


Of the eight severe reactions one occurred in a child 
aged 5, three in children aged 8, three in children aged 9, 
and one in a child aged 14. There was a slight superficial 
fluctuation in one case, which, however, resolved with- 
out incision. The others consisted cf extensive redness 
with brawny swelling extending over the whole of the 
back of the arm, with pain and tenderness, lasting in some 
cases for more than three weeks. Only one severe case 
occurred in 736 children under 8 years of age and seven 
in 346 children of 8 years or more, a percentage of 2. 
So far, therefore, as fear of reactions is concerned, it is 
safe to give 0.5 c.cm. as a first injection to children under 
8 years ; over 8 years, with two severe reactions per 100 
children, it will be wise to limit the first dose to 0.25 ¢.cm. 


Discussion 


The results obtained by some workers with T.A.M. and 
T.A.F. have varied widely, and those following the use 
of “one-shot” A.P.T. have been so diverse as to make 
this method clearly untenable. All the reports of the use 
of two injections of A.P.T. are in accord with a con- 
sistently high Schick-negative rate. The fears of reactions 
after A.P.T. seem to have been ill founded, as the table 
clearly shows. No doubt in the early days high pro- 
pertions of reactions were registered, but the manufac- 
turers are now able to produce a very refined product, 
so that it may soon be justifiable to consider whether 
larger dosage should not be employed. These well- 
documented facts should go a long way towards giving 
A.P.T. by two injections a more accredited place in 
immunization schemes. This method is now employed in 
a little over 40 per cent. of schemes investigated (Lewis, 
1939b); there is no reason why the other 60 per cent. 
should not have equal confidence in its efficiency. 


Summary 
In Croydon 2.163 children originally Schick-positive gave 
a conversion rate to Schick-negative of 98.9 per cent. when 
tested three months after three injections of T.A.M. 


Fractured Femur due to Muscular Violence in 
a Case of Epilepsy Treated by Epanutin 


This case is of particular interest from two points of 
view. First, although fracture of the femur as the result 
of the muscular violence of a cardiazol or triazol con- 
vulsion is now a recognized entity, an extensive search 
of the literature failed to reveal such an cccurrence due 
to the muscular violence of an epileptic fit. Secondly, 
in view of the present vogue for the use of epanutin in 
the treatment of epilepsy the possibility that this fracture 
may be a complication of its administration is worthy 
of note. 
Case History 


A man aged 37 was admitted to Cane Hill Mental Hospital 
on June 17, 1938, suffering from “insanity with epilepsy.” 
He was subject to many fits, the majority of which were 
nocturnal. From the time of his admission until March, 1939, 
he was given | grain of sodium luminal thrice daily. During 
this period he had bouts of confusion both before and after 
fits. He was querulous. quarrelsome, and bad-tempered, and 
at times impulsively aggressive to the patients or nursing staff. 

On March 9, 1939, he was given epanutin. A complete 
transference was effected, so that his sole medication was one 
capsule of epanutin thrice daily. On this his temperamental 
condition began to improve, but he still had many fits. On 
April 11 the dosage of epanutin was increased by a further 
capsule, given at 9 p.m. This produced a complete cessation 
of fits. From that day till the end of June (ten weeks in all) 
the patient had no fit. Unfortunately about six weeks after 
complete freedom from fits he started getting confused, and 
this gradually became worse. It remained continuously present 
and eventually necessitated bed treatment. As the patient had 
remained in this state for four weeks, on June 23 his epanutin 
was reduced to three capsules a day, with the idea of bringing 
ona fit. 

On July 5 he had one fit during the day and one at night. 
He next had a fit on July 26 at night and another on the 
following night. The night nurse witnessed the latter fit and 
found the patient under the bedclothes, with these tucked in 
and in a normal! position, so that there was no question of 
his having fallen. He recovered from his fit in the normal 
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way. He made no complaints and at no time got out of bed, 
so the night nurse handed him over to the day nurse with no 
idea that he was injured. 

Soon after the day staff had come on duty the patient com- 
plained of pain in the right thigh and knee. On examination 
I found that he had pain on the slightest movement of the hip- 
joint in any direction, and suspected a fracture. An x-ray 
photograph confirmed the existence of an intertrochanteric 
fracture of the neck of the right femur, but revealed no abnor- 
mality of bone struciure or density. It is to be noted here 
that it was the opinion of the nursing staft that his fits during 
epanutin therapy, although much less frequent, were con- 
siderably more violent than on sodium luminal. 


Until recently the explanation of this fracture would 
have seemed obscure, but the occurrence of intertro- 
chanteric fractures directly due to the muscular violence 
of cardiazol convulsions described by Louis Carp (1939) 
and Hamsa and Bennett (1939) points to a similar explana- 
tion in this case. The missing link would seem to be 
the increase of the intensity, with the diminution of fre- 
quency, of epileptic convulsions during the treatment by 
epanutin. 


I have to thank Dr. Lilly, medical superintendent of Cane 
Hiil Hospital, for his permission to publish details of this case. 
DonacD Bair, M.B., D.P.M., 


Assistant Medical Officer, Cane Hill 
Hospital. 
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An Unusual Case of Ruptured Ectopic 
Gestation 


The following case is reported because it presents certain 
unusual features—namely, a large ovarian cyst on the 
contralateral side, with an acute appendicitis, the whole 
being distinguished by a notable absence of clinical 
signs. From the point of view of differential diagnosis 
the patient presented a confusing clinical picture. 


CASE REPORT 


On September 26, 1939, a married woman aged 29 was 
admitted to the Warneford Hospital, Leamington Spa, with 
the complaint of intermittent abdominal pain of four days’ 
duration. She had enjoyed good health all her life, and was 
the mother of two healthy children, the elder born in June, 
1937, and the younger in November, 1938. Both confinements 
were quite normal in all respects. 


From the birth of her second child the menstrual cycle 
had been regular, and the onset of her last period took place 
on the morning of September 18, the flow ceasing four days 
later. No abnormality was noted at the time. On the follow- 
ing day she had an attack of abdominal pain of some severity. 
The pain was peri-umbilical and “colicky” in nature. It was 
sudden in onset, and was associated with a feeling of nausea 
and some active vomiting. The vomitus was bilious. The pain 
persisted, but altered in quality and site. It became dull and 
aching in character, and was occasionally maximal in the right 
iliac fossa, while at other times it was more severe in the 
left iliac fossa, flitting from one side to the other for no 
apparent reason. When felt on the left side there was also 
a complaint of pain “in the middle of the back.” The nausea 
and sickness diminished in severity after a few hours. She 
stated that “ her period began again” on the 24th; there was 
fresh vaginal bleeding, slight in degree. The vaginal haemor- 
rhage and abdominal pain persisted, and on the evening of 
the 25th the pain became more acute, this time in the right 
iliac fossa, and she sent for her doctor, who arranged for 
her admitiance to hospital. 


On admission her general condition was good. The iempera- 
ture was 100°, pulse 100, and respirations 20. The pulse was 
of good quality and regular; the blood pressure was 125/75, 
The mucous membranes were fairly well coloured, although 
the cheeks showed some pallor. Examination revealed some 
generalized degree of rigidity of the abdominal muscles, prin- 
cipally in the right lower quadrant. On the left side some 
pain was felt on palpation, but the pain was most acute just 
below McBurney’s point. No hyperaesthesta was found. No 
mass could be palpated, and there was no asymmetry of the 
lower abdomen. Vaginal examination revealed some fullness 
in both right and left fornices, with tenderness maximal in 
the right. The position and size of the uterus were normal. 

The abdomen was opened through a right lower paramedian 
incision, with the patient in the Trendelenburg position. No 
free fluid or blood was found. The appendix was acutely 
inflamed and pelvic in position. The offending organ was 
removed, the intestines having been packed off from the pelvic 
viscera. The fingers were passed into the left side of the pelvis 
and delicate adhesions freed. At once a considerable quantity 
of blood gushed up into the wound, and a mass was felt 
in the left tube, which was withdrawn for inspection. The 
tube was distended with blocd clot and ruptured in_ its 
ampullary portion. The condition was diagnosed as the intra- 
peritoneal rupture of a tubal gestation, and left salpingectomy 
was performed. 

The right side of the pelvis was now explored and a large 
cvst of the ovary identified and exposed. The cyst was about 
the size of a tennis ball, and no ovarian tissue was visible 
macroscopically in its wall. It was a simple serous cyst and 
had destroyed the whole ovary. A right oophorectomy was 
performed. The pelvis and pouch of Douglas were mopped 
clear of blood and the wound closed in layers. The patient 
made an uninterrupted recovery. 


COMMENTARY 


This case has several features of interest. The com- 
bination of ruptured ectopic gestation, acute appendicitis, 
and large ovarian cyst is in itself unusual, but the presence 
of such marked pathology with relatively so few clinical 
signs is even more unusual. It is also of interest to note 
the size of the ovarian cyst, as simple serous cysts are 
generally of smaller proportions. - 


The diagnosis of acute appendicitis was established 
before operation on the history of peri-umbilical colic 
settling down in the right iliac fossa plus the rigidity and 
tenderness in the appendix area; but the possibility of a 
coincidental ectopic gestation was borne in mind because 
of the mass in the left fornix on vaginal examination, 
the occasional pain in the left side of the pelvis, and the 
vaginal bleeding. It is noteworthy in this connexion 
that there was no history of a missed pericd or of any 
menstrual abnormality whatsoever, while the woman did 
not present clinically any signs of internal haemorrhage, 
and the pain felt upon vaginal examination was not in 
the left side but rather in the right. It was thus possibie 
to establish an accurate pre-operative diagnosis as regards 
the appendix and tubal pregnancy, but the ovarian cyst 
was found only after opening the abdomen. 


Certain authorities are opposed to the removal of an 
appendix when there is free blood in the pelvis, on the 
grounds that the blood forms an ideal medium for the 
growth of bacteria and the resulting development of 
peritonitis. Provided that the patient is in the Trendelen- 
burg position, and the intestines are packed well off from 
the true pelvis, appendicectomy may be performed with 
safety, and, of course, when the organ is acutely inflamed 
no other alternative can be considered. The risk of pelvic 
or general peritonitis is slight. 

Georce B. Mair, M.D., F.R.C.S.Ed., 


Senior Resident Surgical Officer, Warneford 
Hospital, Leamington Spa. 
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Reviews 


INDUSTRIAL HEALTH AND PREVENTIVE 
MEDICINE 

Health in Relation to Occupation. By H. M. Vernon, 

M.A., M.D. (Pp. 355; 50 figures. 15s. net.) London: 

Oxford University Press. 1939. 
In this volume the author attempts to make an estimate 
of the relative importance in industrial health of three 
main conditions—heredity, social environment, and occupa- 
tion. For this purpose a survey is made under various 
headings of many contributing conditions bearing on the 
major points. The extent of ill-health and its underlying 
causes are fully explored with the help of statistics, 
records, and graphs related to the subject-matter. The 
book is an important and comprehensive study of the 
great field of preventive medicine and its application to 


modern conditions of life in general and to industrial 


life in particular. Each chapter has its appeal to the 
student of preventive medicine, and the subject-matter 
is presented in a most readable style. Those on “ Heredity 
and Environment,” “The Nutritional Requirements for 
Healthy Life,” “ The Effects of Inadequate Nutrition,” and 
“The Economic Factor” will be of particular interest to 
the general reader. 

It will be obvious that the interdependence of the three 
main points presents an almost insuperable difficulty in 
arriving at a cenclusion as to their relative importance. 
This is well illustrated by the study of intelligence. 
Primarily a hereditary factor, it has so obvious an effect 
on occupation and social environment that any attempt 
to evaluate its effect on each seems impracticable, how- 
ever interesting the task may be, and of minor importance 
to the study of the remedies needed to deal with the 
preblem as a whole. Important reference is made to 
B.M.A. reports, especially to thosé on Nutrition and 
Physical Education. This is gratifying in view of the scant 
acknowledgment in other quarters of this pioneer work 
of the Association. 

The last chapter deals with general conclusions and the 
steps needed to improve the general health by preven- 
tion of disease. These in the main are eugenic advances, 
the raising of wages, and the improvement of medical 
services. We venture to suggest an even more important 
and basic remedy. In our view the most urgent need of 
to-day is the education of the public and the profession 
in preventive medicine. The B.M.A. reports already 
referred to stand as evidence that the profession is 
becoming conscious of a corporate responsibility to the 
public and the State. We are still waiting for something 
more than lip-service to the teaching of preventive medi- 
cine in our medical schools. Not till this is achieved will 
the family doctor, the medical officer of health, and the 
industrial medical officer work together in a common effort 
to advance the public health. Along with this is the need 
for the education of our school children in the primary 
laws of health and hygiene. It is in this direction that we 
look with most hope for the future health of the nation. 

We congratulate the author on this book and commend 
it to the profession. 


THERAPEUTICS 
The Essentials of Medical Treatment. By David Murray 
Lyon, M.D.. D.Se.. F.R.C.P.Ed.. Professor of Clinical 
Medicine. Edinburgh University. (Pp. 448. 15s. net.) 
London and Edinburgh: Oliver and Boyd. 1939. 
It is an encouraging sign that of recent years so many 
books have been devoted to treatment. Professor D. 


Murray Lyon’s Essentials of Medical Treatment is in fact 
the second contribution from the Scottish schools this 
year, and one of decided merit. A perusal of its pages 
reminds us how greatly and in how many respects methods 
have been changing. From the point of view of the phar- 
macist this has not been an unmixed blessing. There is 
little scope for the chemist who used to take such pride in 
the preparation of his own fresh infusions and the ele- 
gance of his dispensing. Now much of his time is taken 
up in handing out packets of tablets and bottles of pro- 
prietary drugs, while much of his revenue comes from 
toilet articles. At a time when his training has become 
increasingly scientific, he finds a good deal of the scientific 
and technical interest of his occupation going. 

But to return to the book before us. We were particu- 
larly impressed by the sections on artificial pneumothorax, 
gastric ulcer, and nephritis. The discussion on the thera- 
peutics of digitalis and quinidine will also prove very 
helpful to the student. We were interested in the descrip- 
tion of a postural method of treatment for obliterative 
arteritis to replace the expensive apparatus in vogue, and 
in the plea made for controlling blood sugar by giving 
insulin as long as two hours before a meal. Another 
specially interesting point is the suggestion that the occur- 
rence of epileptic fits may depend on an increased hydra- 
tion of the body. Pituitrin, by holding up the output of 
water, may greatly increase their frequency. We are 
reminded of the late Sir Maurice Craig’s persistent belief 
in some pituitary factor in obese epileptics. Of late it 
has been urged that pituitary obesity may largely depend 
on water retention in the tissues. This justifies Professor 
Murray Lyon’s opinion that measures tending to reduce 
the body content of fluid should help in the treatment of 
epilepsy. He does not, however, mention salyrgan among 
those measures, although it has proved helpful in pituitary 
obesity. We note that he supports the popular lay opinion 
that sugar is bad for arthritics by pointing out that they 
often have a lowered sugar tolerance. but we remain 
unconvinced that sugar is really harmful for arthritis 
unless complicated by obesity or glycosuria. 

It is, of course, unlikely that a book of this kind would 
contain nothing which challenges dispute. Thus we do 
not like the idea of such a depressing drug as apomorphine 
for acute gastritis, while on the other hand we have not 
found vinum antimoniale “much too depressing for 
ordinary use” in doses up to 10 minims. It is true that 
leeching is seldom employed nowadays for acute pericar- 
ditis ; more’s the pity, for it seems to relieve pain quicker 
than anything else. Its desuetude is probably due to the 
difficulty in supply and application than to any ineffective- 
ness. It is also true that gelatin has the reputation of 
favouring coagulation in an aneurysm, in spite of the 
experimental evidence that it actually quickens circulation 
time. We are surprised to learn that bismuth covers the 
normal gastric mucosa but not an ulcer, because this 
makes it difficult to understand how an ulcer crater is 
detected radiologically. Is it correct to say that the cystin 
of cystinuria is partly derived from the food? The late 
Sir Archibald Garrod maintained that the patient could 
deal with his exogenous cystin perfectly well, and that the 
condition was entirely an inborn error of endogenous 
metabolism. Many authoritics would not agree that it is 
unsatisfactory to allow a diabetic to pass just a trace of 
sugar (especially if protamine insulin is being used). 
Hypoglycaemia is a greater danger than hyperglycaemia. 
We would commend bismuth todo-subgallate to the 
author’s notice for the treatment of haemorrhoids, 
and we found no mention of the ambulatory treatment of 
phlebitis which is gaining ground. We don't think the 
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thyroid is the leader of the endocrine orchestra. That 
phrase was originally applied to the pituitary, and recent 
work has strengthened its claim to that position. Pro- 
fessor Lyon quotes the old adage, “ Feed a cold and starve 
a fever,” with approval, but how does one apply it to a 
feverish cold? 

Some of these refer to legitimate differences of opinion 
—and none of them serious perhaps—but a more serious 
one is the omission of any precautions in the use of sul- 
phonamide, whether for septicaemia (p. 30) or for urinary 
infections (p. 215). The whole book, however, is attrac- 
tively written and the facts are clearly presented. There 
is a very useful appendix describing the technique of such 
procedures as blood transfusion and lumbar puncture, 
together with some convenient prescriptions for ordinary 
use. Altogether a serviceable book for students and 
practitioners. 


DISORDERS OF THE FOOT 


Functional Disorders of the Foot. Their Diagnosis and 
Treatment. By Frank D. Dickson, M.D., F.A.C.S., and 
Rex L. Diveley, M.D., F.A.C.S. (Pp. 306; 202 illustra- 

tions. 21s. net.) Philadelphia, London, Montreal: J. B. 

Lippincott Company. 1939. 

Disorders of the feet have of late been attracting much 
more attention than formerly. From the time of Ellis’s 
classic in the last century to the appearance of the first 
edition of Lake’s The Foot in 1935 no book devoted 
exclusively to foot disorders had been published in this 
country. Almost simultaneously, however, Dudley 
Morton’s Human Foot was published in the United States, 
and it is possible to see the influence of both these recent 
books in the latest addition to the literature of the foot, 
Functional Disorders of the Foot, by Drs. Dickson and 
Diveley of Kansas City. Although the title might suggest 
that the book was very limited in its scope, this is not the 
case, for it includes such structural and organic disabili- 
ties as hallux valgus and rigidus, march fracture, calcaneal 
spurs, etc. In so far, however, as most organic changes 
produce disturbances of the function of the foot the title 
is justified, and it is proper to add that a large section of 
the book is devoted to the subject of ‘* foot imbalance.” 
In this section it is especially commendable that a large 
amount of attention has been given to the foot of the 
growing child-and to the question of disturbances of foot 
balance in childhocd. In the earlier chapters evolutionary 
development, anatomy, and physiology are briefly 
reviewed ; the authors accept the ideas of Lake and 
Morton that the arches are architectural features of the 
foot and not mere postures. The importance of a short 
and hypermobile first metatarsal and of metatarsus varus 
in the production of “imbalance” of the foot is well 
stressed. 

Particularly interesting are the authors’ views on the 
correct type of footwear for children and adults ; for the 
former the heel should be wedged on the inner side one- 
eighth of an inch higher than the outer, while the rigid 
shank should be moulded so as to support the developing 
longitudinal arch. A shoe of this type would be regarded 
in this country as a corrective shoe, but it is the authors’ 
contention that it should become the correct standard 
type, since “in the growing foot it is more important to 


maintain it in a balanced position on the leg than to 
build up muscle control.” To many imbued with the 
doctrine that muscular control is all-important in the 
maintenance of the form of the foot this suggestion of 
providing any artificial support to the growing foot will 
be anathema, but the reviewer believes there is much 
wisdom in the authors’ statement that “ ideal natural con- 


ditions [for the development of the child’s foot] do not 
exist in modern life, as most of the child’s weight-bearing 
is on hard and non-resilient surfaces which, instead of 
providing a suitable medium for exercise and development, 
put an additional strain on the growing foot from which 
it must be protected by shoes providing sufficient support 
to make up for an insufficiency in the foot caused by 
restraint on development.” 

These quotations are enough to show the general 


character of this work, and there is no need to go further 


to demonstrate that it is a very worthy addition to the 
subject of foot diseases. It is well and copiously illus- 
trated; the printing and general format are of high 
American excellence. 


OPHTHALMIC SURGERY 


The Principles and Practice of Opithalmic Surgery. By 

Edmund B. Spaeth, M.D. (Pp. 835; 1,031 figures; 4 

coloured plates. 45s. net.) London: H. Kimpton. 1939. 
Dr. Spaeth’s book is a welcome addition to the sparse 
English literature on operative ophthalmology. None of 


the current volumes is recent, and none covers quite the 


same field as this, which deals not only with operative 
technique but with the whole background of the surgical 
aspects of ophthalmology. The book is thus a contri- 
bution to surgical ophthalmology rather than a textbook 
of operative surgery in the narrower sense. It is unique 
in this respect in English ophthalmic literature. It is 
also unique in its comprehensiveness, and its 820 pages 
cover satisfactorily a big field which has not been so fully 
dealt with before. How fully the author has covered his 
subject is shown by the fact that half of the text is 
devoted to extra-ocular operations. This does not imply 
that the more usual intra-ocular procedures which consti- 
tute the greater part of the ophthalmic surgeon’s work 
are dealt with schematically, but it emphasizes Dr. Spaeth’s 
wide knowledge of the less common operations and the 
satisfactory way in which he has dealt with them. Indi- 
cative too of the thoroughness with which the work has 
been done is the fact that fully forty-three pages are taken 
up by the discussion on the surgical pathology and treat- 
ment of exophthalmos. Withal the book is well balanced, 
and what is particularly gratifying is its modernity in 
outlook, though here and there there is an occasional 
lapse, as in the omission of immediate mucous grafting 
for caustic burns of the conjunctiva and cornea. 

The chapters on plastic surgery are particularly well 
done, and the illustrations are really helpful. The section 
on corneal grafting has been contributed by Dr. Castro- 
viejo, and constitutes an authoritative statement on the 
subject. Goniotomy is dealt with equally authoritatively by 
Dr. Barkan, and the author has not hesitated to obtain 
information on other specialized procedures from primary 
sources. The chapter on retinal detachment is a concise 
and adequate presentation of a growing field. It is more 
than an uninspiring statement of different procedures ; it 
is written with knowledge and critical sense. With so 
much that is satisfying it is regrettable that occasional 
defects, which could easily have been avoided, should 
mar the book. There is some looseness of style, and this 
is hardly balanced by elaborate tables on indications for 
different methods of operations. These tables give an air 
of finality which is most unreal. Some few statements 
are open to question: at any rate in this country cocaine 
is not used for infiltration anaesthesia. On the whole 
there is little in the teaching to which exception can be 
taken, and there are few operating surgeons who would 
not derive both pleasure and useful information from a 
perusal of this book. 
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THE PSYCHOLOGY OF AGGRESSION 


Fristration and Aggression. By John Dollard, Leonard 
W. Doob, Neal E. Miller, O. H. Mowrer, Robert R. 
Sears, in collaboration with Clellan §S. Ford, Carl Iver 

Hovland, Richard T. Sollenberger. (Pp. 209. 9s. net.) 
London: Oxford University Press. 1939. 


In the foreword to Frustration and Aggression, a book 
published for the Institute of Human Relations by the 
Yale University Press, there is the surprising statement 
that “it is no wonder that co-operative research is un- 
popular in our scientific culture.” From this side of the 
Atlantic it seems, on the contrary, that nothing is more 
popular in America than such research, or, at any rate, 
than the publication of its results jointly by a vast number 
of authors and associated persons. The volume now 
under notice has required only the relatively modest 
number of five authors and three additional collaborators. 
It is, nevertheless or therefore, a very good book, and is 
particularly ijluminating in present international circum- 
stances. The thesis that frustration has a causal relation- 
ship with aggression is not new and has been clearly 
stated by Freud and others. This book consists partly of 
a systematic and formal elaboration of this hypothesis 
and partly of a large amount of new illustrative material. 
It perhaps goes a little further than the previous state- 
ments in maintaining that frustration is always followed 
by aggression: to this end the connotation of the latter 
word is a litile unduly extended. The necessary defini- 
tions are first given and the psychological principles 
concerned stated. Then applications are made and 
illustrations given reference to American social 
conditions, especially in relation to children: to the 
problems of adolescence especially as relating to sex ; 
to criminality ; to governmental action under its dif- 
ferent forms; and to a primitive society (the Ashanti). 
The chapter on “ Democracy, Fascism, and Communism ” 
is appropriate, clear, illuminating, and suggestive. The 
publishers claim that “its scope and implications should 
make it a significant book to anyone seriously concerned 
with the problems of human relations,” and this claim is 
justified. 


Notes on Books 


The 1940 edition of Who's Who makes its appearance well 
ahead of Christmas, and contains more than forty thousand 
brief autobiographies of living men and women within the 
familiar scarlet covers. The pages of biographical material 
number 3,532, and there are well over a thousand new entries, 
replacing those omitted on account of death during the past 
year. Who's Who is indispensable in all libraries, clubs, 
institutions, and large offices, and is often turned to in private 
houses that are well provided with books of reference. Every 
sphere of public activity is covered, with medicine and the 
sciences well represented. The publishers are Adam and 
Charles Black, and the price in stout buckram binding is 63s. 


The revised fifth edition of Professor JamMES YOUNG'S Text- 
book of Gynaecology continues to be a bargain at the modest 
price of 16s. (A. and C. Black, Ltd.). It contains a rich store 
of information which for the most part has been carefully 
selected and so arranged as to be of the maximum value to 
students and practitioners. The biggest defect is still to be 
found in the references to operative work, although these 
constitute but a small section of the book. Inadequate details 
are given of those minor procedures, such as dilatation and 
curettage and tubal insufflation, which are often performed by 
practitioners, while unnecessary space is devoted to manceuvres 
Such as interposition and the Alexander Adams operations, 
Which are seldom performed by the specialist. The author still 


appears to prefer the bare finger to the gloved one when making 
vaginal examinations, but gives no reason for the choice. 
Illustrations throughout are good and the book can be warmly 
recommended to all students of gynaecology. 


A new edition (the seventh within thirteen years) has been 
published of Modern Methods of Feeding in Infancy and 
Childhood, by DONALD PATERSON and J. Forest Smitu (Con- 
stable and Co., 7s. 6d.). The importance of breast-feeding is 
again stressed and the views of Harold Waller are noted. 
The new designations of the various classes of milk are 
explained and the section on premature feeding has been 
revised. The food tables are brought up to date. Eight 
diet sheets from this book are now issued separately by the 
publishers at 9d. the set, with reductions for larger quantities 
of single sheets. 


Preparations and Appliances 


A SPECTACLE FRAME TO WEAR UNDER 
THE CIVILIAN GAS-MASK 


Dr. MARGARET Dosson (London, W.) writes: 


The spectacle frame shown in the accompanying figure 
is made of celluloid and the eye-pieces are held together by 
means of a rigid bar, which does not touch the root of the 


nose. Two small pad extensions from above and below the 
middle of the lens rims act as supports and can be adjusted to 
any face by means of the bar. The upper support rests upon 
the frontal bone above the eyebrow. while the lower pad 
rests upon the prominence of the malar bone. The frame ts 
kept in place by means of very fine easily compressible 
elastic, which is attached to holes in the outer rims of the 
frame. 

The elastic passes over the ears and under the chin, so that 
the head straps of the gas-mask cannot disarrange the spectacle 
frame while being worn. The frame is made by Theodore 
Hamblin of 15, Wigmore Street, W.1. 
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RECENT PROGRESS WITH VITAMIN K 


A year and a half ago' we summarized the steps 
which had led to the recognition of vitamin K and 
the appreciation of its value in the haemorrhagic 
tendency of jaundice. First Dam and his co-workers 
observed that when chicks are fed on a diet deficient 
in certain fat-soluble compounds but otherwise 
adequate they develop a haemorrhagic state which is 
apparently due to a fall in the amount of prothrombin 
in the plasma. Next it was found that alfalfa grass 
and fish meal were especially rich in the curative factor 
or Koagulationvitamin (abbreviated to vitamin K), 
and oily concentrates and finally highly active crystal- 
line products were obtained from these sources. The 
concentrates were somewhat unstable; they required 
biological standardization, which is always a tedious 
and uncertain process; and generally they could be 
given by mouth only. In patients with jaundice oral 
therapy necessitates the simultaneous administration of 
bile salts or the fat-soluble vitamin is not absorbed, and 
it is not always well tolerated. There were therefore 
strong practical incentives for the isolation of the pure 
vitamin, but one cannot read the subsequent progress 
without marvelling at the wonderful research machine 
which the biochemists have created. The story is 
brought up to date in a recent article by Koller.” Con- 
centrates of vitamin K showed a characteristic absorp- 
tion spectrum identical with that of the naphthoquinones, 
and it was soon found that vitamin K belongs to the 
group of the naphthoquinones and contains in addition 
phytol. The quinones readily take up hydrogen to 
form hydroquinones, and in this way they can play 
a part in the oxidation-reduction processes of the 
organism, though it is not yet clear how this influences 
the mechanism of blood coagulation. 

Vitamin K resembles vitamin E inasmuch as it con- 
sists of a naphthalene derivative linked to the complex 
alcohol phytol. Another point of resemblance is that 
both are representatives of a group of substances of 
similar though variable activity. The vitamin K effect 
occurs in a whole series of naphthoquinone deriva- 
tives, even those without a phytol linkage, and it is 
not yet clear in what exact form or forms the natural 
vitamin exists. The first pure preparation to be used in 
man was phthiocol (2-methyl-3-hydroxy-1 :4-naphtho- 


* British Medical Journal, 1938, 1, 1060. 
? Schweiz. med. Wschr., 1939, 69, 1159. 


quinone). Phthiocol was isolated in 1933 from the 
pigment of the tubercle bacillus by Anderson, who 
supplied synthetic phthiocol for the experiments at 
the Mayo Clinic.* It was ddministered to ten patients 
with jaundice and hypoprothrombinaemia—in nine 
intravenously in doses of the order of 50 mg. and in 
one by mouth. The clotting time returned to normal 
in twenty-four to forty-eight hours and haemorrhage 
was controlled. Phthiocol has also been successfully 
given intravenously to two women with jaundice by 
Smith and co-workers,* who used doses of the order 
of 20 c.cm. of a 0.2 per cent. solution. Both patients 
were afflicted with nausea and vomiting, and attempts 
to give the vitamin by the oral route had failed. 
A series of American chemical papers’ suggests that 
phthiocol is the simplest member of a homologous 
series of anti-haemorrhagic substances, and that nearly 
all of the derivatives of 1:4-naphthoquinone show 
vitamin K activity. 2-methyl-1:4-naphthoquinone and 
the related 2-methyl-1 :4-diacetyl naphthoquinone were 
successfully employed in man by Koller. Having found 
that a dosage of 60 mg. per kilo was tolerated by dogs, 
he treated six human cases of obstructive jaundice with 
a dosage of 3 mg. per kilo by mouth, and restored the 
coagulation of the blood to normal in all. Vomiting 
occurred in three of the patients.. He concludes that 
methyl-naphthoquinone is probably more effective than 
the natural vitamin. Methyl-naphthoquinone 
also been used successfully in mothers in labour 
to increase the prothrombin content of the blood 
of the newborn child.6 In our current number 
J. M. Macfie, A. L. Bacharach, and M. R. A. Chance 
(p. 1220) report experiments, unhappily interrupted by 
the war, in which methyl-naphthoquinone was adminis- 
tered not only by mouth but also intramuscularly as 
0.5 per cent. solution in olive oil. Doses of the order 
of 5 to 10 mg. a day were effective and the pro- 
thrombin returned to normal in twelve to seventy-two 
hours. Most of the naphthoquinones are insoluble in 
water, and the final choice of the form of vitamin K 
most suitable for clinical use will probably depend 
on factors such as solubility, tolerance, and speed of 
action. 

What, then, are the conditions in which the use of 
vitamin K may be indicated? Haemorrhagic states 
may result from an absolute deficiency of vitamin K 
or from a conditioned deficiency. Absolute deficiency 
is seen most characteristically in the infant, in whom 
it provides the explanation of the haemorrhagic dis- 
ease of the newly born. The full-term infant usually 
has only one-sixth to one-third of the adult proportion 
of prothrombin, and premature infants have much less. 
In the most deficient babies the condition becomes 
manifest as a haemorrhagic state. The low  pro- 


* Proc. Mayo Clin., 1939, 14, 497. 

“J. lowa State med. Soc., August, 1939. 

° J. Amer. chem. Soc., 1939, 61, 1923 et seq. 
® Johns Hopk. Hosp. Bull., 1939, 65, 419. 
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thrombin levels in infants can be raised by feeding 
vitamin K to the mother before delivery or to the 
infant directly after birth.’ In infants with icterus 
gravis or the related anaemia neonatorum the haemer- 
rhagic state is unusually frequent and persistent, and 
vitamin K then relieves the haemorrhagic state but 
not the anaemia or jaundice.‘ Direct deficiency in 
the adult is probably unusual, but Kark and Lozner’ 
have described four patients who had eaten diets very 
deficient in fruit and vegetables in whom the pro- 
thrombin time was prolonged and in whom the oral 
administration of vitamin K without bile salts was 
followed by a prompt return of the prothrombin time 
to normal. Deficiency may be conditioned by failure 
of absorption of fat and therefore of the fat-soluble 
vitamin, or by hepatic insufficiency, for the liver appears 
to play an essential part in the process whereby 
vitamin K enables prothrombin to be synthesized. 
Deviation of bile from the intestine by obstruction 
or fistula may produce. prothrombin deficiency and 
haemorrhage, but the most intense forms are found 
in cases in which long-continued obstruction not only 
prevents the access of bile to the intestine but also 
damages the hepatic parenchyma. Operation to relieve 
the obstruction may temporarily aggravate the symp- 
toms, and hitherto death from post-operative bleeding 


‘has been greatly feared. It may be too sanguine to 


hope that the risk has been completely eliminated 
by the discovery of vitamin K, but the results need 
no exaggeration. Townsend and Mills'’ report ten 
cases of obstructive jaundice in which the plasma pro- 
thrombin levels were low and there was an abnormal 
tendency to bleed. Administration of vitamin K and 
bile salts by mouth restored the clotting time to normal, 
except for one failure in which no adequate explana- 
tion could be found, and no abnormal bleeding fol- 
lowed operation in those so treated. Haemorrhagic 
states associated with a diminished prothrombin con- 
tent of the plasma probably occur also in all other 
varieties of steatorrhoea, both the idiopathic forms 
such as sprue'' and the forms which are secondary 
to gross disease of the intestine, such as fistula, stenosis, 
granulomatosis, and obstruction.'? 

Finally it must be emphasized that vitamin K is of 
no value in haemophilia, purpura, and intrinsic diseases 
of the blood-forming organs, or as a_ non-specific 
haemostatic. The chief indications are the haemor- 
rhage of jaundice and the haemorrhage of the newly 
born, and its use for unsuitable purposes can only 
bring discredit on a valuable addition to therapeutics. 
The curve of publications on vitamin K_ is rising 
rapidly, and it is difficult to believe that the quality 
of the early work can be maintained at this rate. 


* Johns Hopk. er Bull., 1939, 65, 138. 
* Lancet, 1939, 2, 

Tbid., 1162. 

Canad. med.-Ass: J, 1939; 41. 111. 

™ Med. Welt, 1939, 18, 120. 

® Proc. Mayo Clin., 1939, 14, 407. 


EPIDEMIC ENCEPHALITIS 


When von Economo and Wiesner described in 1917 a 
series of cases of encephalitis in Vienna with 
characteristic symptoms similar to those later, but 
independently, observed in France by Netter and in 
England by Hall the term “encephalitis lethargica ” 
was coined. Subsequently, when the disease assumed 
epidemic proportions in Italy, Switzerland, and Den- 
mark in 1920, and spread to Sweden, Finland, Great 
Britain, the U.S.A., and Russia, lethargy was by no 


‘means found to be a constant feature. When it was 


observed it was often evanescent and quickly replaced 
or interrupted by great excitability. Perhaps for this 
reason the Americans preferred to describe this form 
of encephalitis as “ epidemic encephalitis,” and it was 
to pursue investigations into it that a Commission came 
into being in 1927 by the generosity of Dr. William J. 
Matheson. The Matheson Commission has now issued 
its third report.' The American nomenclature has 
proved as inadequate as the European, for events have 
proved that more than one kind of encephalitis may 
become epidemic. Apart from the encephalitic form 
of poliomyelitis, transmissible entities of a similar but 
distinct character have come to be clearly recognized, 


including St. Louis type, Japanese B type, American 


Eastern and Western equine  encephalomyelitis, 
Australian X disease, haemorrhagic encephalitis, post- 
vaccinal encephalitis, and encephalitis following some 
of the acute infectious diseases. Most of these are 
generally accepted as being caused by viruses. Several 
of them may become epidemic, and, indeed, outbreaks 


of the St. Louis type and Japanese B encephalitis have 


been even more sudden and sharp than those of en- 
cephalitis lethargica. Somewhat resembling this group 
of diseases are others less closely allied—for example, 
louping-ill (a virus disease of sheep), lymphocytic 
choriomeningitis,” and the infective polyneuritis known 
as the Guillain-Barré syndrome. 

The Matheson Commission, set up to investigate one 
disease, thus finds itself concerned with many. Refer- 
ences to original publications on all of them are to be 
found in the valuable and complete bibliography which 
occupies more than two-thirds of the present volume. 
The epidemiological contrasts between some of the 
forms of encephalitis are interesting. While encephalitis 
lethargica has been, with reasonable consistency, a 
disease of winter and spring and specially liable to 
occur in the temperate zones, both the St. Louis and 
Japanese B types favour warmer regions and have so 
far assumed epidemic form between July and October 
—that is, in the warm seasons of the northern hemi- 
sphere. Such outbreaks are usually preceded by 
abnormal heat and prolonged drought. Droplet 


' Epidemic Third Report the Matheson Com- 
mission. New York: Columbia University Press; London: 
Humphrey Milford, 1939. Pp. 493. (19s.) 

* For a summary of recent work on this disease see British Medical 
Journal, 1939, 2, 1001. 
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infection, which sufficiently explains the spread of the 
lethargic form, has therefore seemed a less adequate 
hypothesis for these others, and the same attention in 
relation to them has been paid to food, water, and 
biting arthropods as in the case of poliomyelitis, with 
results almost equally unconvincing. Some Japanese 
workers have satisfied themselves that mosquitos may 
transmit the viruses of both Japanese B and St. Louis 
encephalitis, but the circumstances attendant upon 
epidemics, and especially the quickness of their spread, 
are more suggestive of aerial transmission by numerous 
carriers or mild cases. There are differences, too, in 
the incidence and fatality of the several types. En- 
cephalitis lethargica and Japanese B type are highly 
fatal, as measured by deaths among definitely ascer- 
tained cases; St. Louis type is less so and _ less 
attended by grave sequelae. While all three types 
increase in fatality with age, the 1933 St. Louis 
epidemic showed this feature most markedly, and both 
it and Japanese B type exhibit increasing incidence with 
advancing age, in contrast to the small variation usually 
observed in the age incidence of the lethargic form. 
These differences are in line with differences in the 
three viruses, which are distinct serologically and in 
the reactions they induce in laboratory animals. 

Gay and Holden, working for the Matheson Com- 
mission, have made a vaccine (“ F ” vaccine) by forma- 
linization of a herpes virus which has now been under 
trial in the treatment of the lethargic form for about 
five years. Although its value is still unproved the 
immediate results in both acute and chronic stages of 
the disease are hopeful. Apart from this, the careful 
follow-up of cases by the Commission over a long 
period of years has revealed no other specific remedy, 
but the report deals fully with symptomatic treatment. 
Indeed, this publication gives a complete picture of 
encephalitis from the aetiological, clinical, therapeutic, 
and epidemiological points of view. 


HYPERPARATHYROIDISM AND RENAL 
CALCULI 


Hyperparathyroidism is a rare disease and to most 
clinicians it suggests a syndrome of weakness, lassi- 
tude, wasting, and muscular pains, which are asso- 
ciated with striking changes in the bones through cyst 
formation and decalcification and with the occurrence 
of spontaneous fractures. It is therefore rather sur- 
prising to learn that in a series of thirty-six cases 
studied by Chute' more than half the patients had 
as their predominating and presenting symptoms com- 
plaints referable to the urinary tract, and that in 
hyperparathyroidism the greatest danger arises from 
the renal complications. Renal calculi, which are 
usually multiple and bilateral, were found in thirty of 
the thirty-six cases. They may give rise to renal colic 
or may be complicated by pyelonephritis and cystitis, 


*J. Urol., 1939, 41, 762. 


leading possibly to renal insufficiency. Other cases 
develop calcium deposits in the renal parenchyma, 
which, if extensive, may give rise to renal failure and 
uraemia, so that the case may present itself as one of 
advanced disease of the kidneys. These conditions 
no doubt result from the excessive excretion of calcium 
and phosphorus. Chute calculates that 3 per cent. 
of all cases of renal calculi are due to hyperpara- 
thyroidism, and the clinician should bear in mind this 
possibility when dealing with any case of stone in the 
kidney. Suggestive symptoms are weakness and con- 
stipation, thirst and polyuria, and pains in the bones 
and joints simulating arthritis or neuritis. In doubtful, 
cases the fasting blood calcium should: be estimated ; 
a figure greater than 11.5 mg. per 100 c.cm. strongly sug- 
gests hyperparathyroidism. Sulkowitch* has described 
a useful test for indicating approximately the amount of 
calcium in the urine. An oxalate buffer mixture is 
added to an equal amount of urine which is acid to 
litmus paper or has been made so by the addition of 
50 per cent. acetic acid. The test-tube is inverted and 
shaken, and the turbidity observed after two minutes. 
In cases of hyperparathyroidism the turbidity is very 
pronounced, whereas with the urine of patients whose 
calcium excretion is normal the cloud is much less 
dense. The specimen of urine should be taken while 
the patient is on a diet free from milk and anything 
else which might increase the excretion of calcium. 
Sulkowitch suggests that a negative result practically 
rules out hyperparathyroidism, whereas a_ positive 
test is strongly suggestive, though it should not be 
taken as final evidence. The reagent employed con- 
sists of 2.5 grammes of oxalic acid, 2.5 grammes of 
ammonium oxalate, and 5 c.cm. of glacial acetic acid 
dissolved in distilled water and made up to 150 c.cm. ; 
5 c.cm. of this reagent is added to 5 c.cm. of urine. In 
hyperparathyroidism a solitary adenoma of one gland 
is usually found, but in a few cases there is uniform 
hypertrophy of all the parathyroids. Johnson* points 
out that the relation between the parathyroids and the 
kidneys is further complicated by the fact that in cases 
of primary renal failure hypertrophy of the parathyroid 
glands is common, though symptoms of hyperpara- 
thyroidism do not appear. He gives a full report of 
an interesting case in which the patient complained of 
pain in the right hip, weakness, loss of weight, thirst, 
and polyuria. He had had a fracture of the right 
humerus a year before when throwing a ball, and 
x-ray examination reveaied a cyst in the region of the 
fracture and multiple cysts in other bones. An 
adenoma of the right lower parathyroid gland was 
removed, the bone lesions healed, and the patient im- 
proved and returned to work. Symptoms of chronic 
nephritis gradually developed, however, and four years 
after the operation the patient’s blood pressure was 
210/120 mm. Hg and his blood non-protein nitrogen 
66 mg. per 100 c.cm.; some months later he died of 
uraemia. A necropsy revealed enlargement of the 
remaining parathyroids and an extensively calcified 
horse-shoe kidney, the calcification occurring almost 
entirely in the renal pyramids. Microscopically there 


2 J. Urol., 1937, 37, 746. 
* Amer. J. Path., 1939, 15, 111. 
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were large masses of calcium causing obstruction and 
disorganization of the collecting tubules. There was 
also pronounced sclerosis of the arterioles of the 
kidneys, pancreas, spleen, and adrenals, some of the 
vessels having undergone necrosis. The author dis- 
cusses the possibility of this being a case of hyper- 
tension becoming malignant independently of the 
hyperparathyroidism, but as similar cases have been 
recorded in relation to parathyroid disease it is prob- 
able that the extensive renal calcification was the 
lesion causing the hypertension and the secondary 
vascular changes. 


REACTIONS BETWEEN OVARY AND PITUITARY 


It has been known for many years that hypophysectomy 
leads to ovarian atrophy, and that this can be prevented 
by the implantation of pituitary tissue. After this dis- 
covery gonadotrophic extracts were prepared from the 
pituitary and other potent sources—urine from the 
pregnant woman and serum from the pregnant mare. 
The earlier testing of such extracts was carried out 
largely on normal rats or mice. The observation of 
Selye, Collip, and Thompson' that extracts of preg- 
nancy urine (chorionic gonadotrophin) when injected 
into immature hypophysectomized rats produced only 
luteinization, although provoking both follicle stimula- 
tion and luteinization when injected into normal im- 
mature rats, showed that the pituitary of the test 
animal seriously interfered with the results. Noble, 
Rowlands, Warwick, and Williams,” comparing the 
effects of numerous gonadotrophic extracts on normal 
and hypophysectomized immature female rats, found 
that in all cases the quantitative response in the latter 
was less than in the former. The qualitative differ- 
ences were in some cases, however, even more striking. 
Whereas all the extracts gave rise to follicle stimula- 
tion and luteinization in the normal rats, those from the 
urine and serum of pregnant women and from the ox 
hypophysis were purely luteinizing, and those from 
certain human glands purely follicle-stimulating, in the 
hypophysectomized rats. Extracts from the pituitaries 
of sheep, horse, and pig, and from the serum of the 
pregnant mare, had both activities even in the operated 
animals. All this shows that the injection of follicle- 
stimulating gonadotrophin provokes the secretion of 
luteinizing gonadotrophin, and vice versa. It is diffi- 
cult to determine whether these responses are elicited 
by the injected materials themselves or by the secretions 
of the ovary in its follicular and luteal phases. Large 
doses of oestrogen have an inhibitory effect on the 
pituitary, as is shown by Ruth Deanesly,* who has 
observed that implantation of oestrone or oestradiol 
tablets in male rats or mice leads to degeneration of 
the gonads and accessory sex organs. This is attri- 
buted to hypophyseal depression, since the growth rate 
is also diminished. Similar results have been obtained 
in rats of both sexes by Noble,’ using  stilboestrol 
tablets. He also demonstrated that the gonadotrophin 
content of the pituitary of the animals so treated was 


Endocrinol., 1933, 17, 494. 
2 J. Endocrinol., 1939, 1, 22. 
Ibid., 36. 

* Lancet, 1938, 2, 192. 


diminished. The qualitative aspects of this diminution 
are not yet established, nor are the similar aspects of 
the diminution produced by progesterone. It is appar- 
ent that the relations between ovary and pituitary are 
complex, and that complete replacement therapy in 
hypophysectomized animals will present great difficulty 
until the constituents of the gonadotrophic complex 
are separated in a physiologically pure state. The 
difficulty is exemplified in the work of Liu and Noble,’ 
who find that, while the loss in ovarian weight from 
hypophysectomy can be arrested by daily injection of 
extract of pregnant mare’s serum, the effect does not 
last and regression sets in after a few weeks in spite of 
continued injection. During the injection period the 
animals are continuously in oestrus, and although 
mating occurs pregnancy does not result. Injections of 
chorionic gonadotrophin had similar effects, though the 
regression in ovarian weight set in earlier and oestrus 
only persisted for a few days. 


THE LAURENCE-BIEDL SYNDROME 


Syndromes with many hereditary components have a 
special interest because of the mechanism of their asso- 
ciation. Sometimes, as in the syndrome of brittle 
bones, blue sclerotics, and otosclerosis, a uniform 
embryological basis is available, for mesodermal struc- 
tures only are involved. In arachnodactyly, however, 
an embryological conception breaks down, for the sub- 
luxation of the lens is due to a deficiency of the 
suspensory ligament, which is ectodermal in origin, 
whereas the other manifestations arise from defects of 
mesodermal tissue." In the Laurence-Bied] syndrome 
there is an undisputed mixture of mesodermal and 
ectodermal defects. The obesity, hypogenitalism, and 
polydactyly are mesodermal disturbances, and the 
mental deficiency and the pigmentary degeneration of 
the retina are ectodermal. It is possible to hold that 
these various manifestations are secondary features of 
one underlying disturbance, and that the distribution 
in ectodermal or mesodermal tissue is accidental. 
Against this hypothetical approach there is consider- 
able genetic evidence that a variety of manifestations 
may be the result of linkage within the same chromo- 
some. It is thus that the bizarre combination seen in 
the Laurence-Bied] syndrome can best be explained. 
In i935 Cockayne, Krestin, and Sorsby in an ex- 
haustive analysis suggested that the syndrome was 
determined by two recessive genes in the same chromo- 
some, and as the same recessive mutation in two 
neighbouring genes was unlikely to happen more than 
once they held that all cases of the syndrome prob- 
ably had a common origin. This explanation must 
now be admitted as too simple, for in a new study 
of the subject Sorsby, Avery, and Cockayne’ draw 
attention to cases reported outside the Caucasian race, 
particularly among Japanese. This makes the sug- 
gestion of common ancestors unlikely and leaves a 
distinctly difficult problem as to how such a variety 
of manifestations as are seen in the syndrome all arise 
J. Endocrinol., 1939, 1, 18. 


© British Medical Journal, 1937, 2, 22. 
7 Quart. J. Med., 1939, 8, 51. 
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from changes within one and the same chromosome. 
Hereditary lesions of the central nervous system 
associated with digital abnormalitics have been 
produced experimentally by Bagg and Little, and 
Sorsby has shown the association of hereditary 
macular colobomata with digital defects in patients 
clinically. That there is indeed some close association 
between hereditary ocular anomalies digital 
anomalies can also be seen from such conditions as 
arachnodactyly, syndactyly with aniridia, lobster-hand 
and aniridia, and the Apert syndrome. All this 
evidence suggests that it may be possible ultimately 
to map out the components of a chromosome that 
seems to contain, besides others, genes controlling 
development of the brain, eye, and the peripheral 
skeleton. That a chromosomal defect involving several 
genes underlies the Laurence-Bied] syndrome rather 
than one pathological lesion with secondary manifesta- 
tions is made likely by the three post-mortem records 
of the syndrome now available. Nothing definite was 
found, though it must be admitted that the reports 
are not as conclusive as they might be, particularly 
in regard to the possibility of lipoid disturbances. 
Several other points of interest emerge from the present 
study. That adiposity need not be a constant symp- 
tom even in the same patient is shown by the fact 
that one of the patients described by the authors was 
distinctly obese as a child and is now thin. The 
variety of allied conditions listed and discussed in this 
paper emphasize how little is as yet known of the 
fundamental nature of syndromes with many com- 
ponents and of the interrelations between them. 


TUBERCULOSIS IN YOUNG ADULTS 
The optimism often expressed as to the trend of tuber- 
culosis in this country has not been shared by those 
workers who have examined mortality statistics for 
this century with more than a superficial glance. For 
while the mortality for most age groups in England and 
Wales has declined steadily since 1870, except during 
the war period of 1914-18, the mortality for young 
adults, which had declined satisfactorily until the 
beginning of the present century, has shown a re- 
tardation for young women since 1900-4, and for 
young men since 1912-14. This retardation has been 
particularly severe amongst young women, whose 
mortality in 1931-3 was scarcely lower than it had 
been in 1901-3. Moreover, the retarded decline in 
mortality from respiratory tuberculosis among young 
adults has been most serious in the large urban areas 
of the country. Actually at the present time nearly 
half the deaths from all diseases among women are 
due to pulmonary tuberculosis. Up to now attempts 
to explain this phenomenon have been litth more 
than mere conjecture. In a report recently published?! 
Dr. D'Arcy Hart and Professor Payling Wright present 
an elaborate and carefully worked out statistical study 
of the possible responsible factors, paying particular 
attention to social conditions. The trend of mortality 
from respiratory tuberculosis for England and Wales as 
Tuberculosis and Social Conditions in England, with Special 
Reference to Young Aduits. By P. D’Arey Hart, M.D., F.R.C.P., 


and G. Payling Wright, D-M., M.R.C.P. London: National Asso- 
ciation for the Prevention of Tuberculosis. (3s.) 


a whole, especially that for young adults, is con- 
sidered in relation to the changes in the general level 
of social conditions (standard of living) as estimated 
mainly from changes in real earnings. The experi- 
ences in phthisis mortality in the different English 
county boroughs are then considered in relation to 
the local variations in their social conditions as esti- 
mated from poverty and housing data; and as a con- 
trol for the results arrived at the death rates from 
diseases other than respiratory tuberculosis are con- 
sidered in a similar way. The possible distorting 
effect of “internal migration” upon the relations 
between the above mortalities and certain social con- 
ditions in the different county boroughs was borne in 
mind, and an attempt is made at correction for this 
effect for young women. Again, particularly in 
young women, the effects of recent changes in the 
volume of occupation upon respiratory tuberculosis 
are considered. And, finally, the mortalities from 
phthisis in the different London boroughs are examined 
in the light of social data, some of which are, and 
some of which are not, available for the county 
boroughs. In the last chapter the more important 
findings under the headings just given are discussed 
in relation to one another. In a short note it is clearly 
not possible to attempt even a brief summary of the 
authors’ findings. Everyone connected with the social 
or public health aspects of tuberculosis must study the 
report himself. The general conclusions can, how- 
ever, be stated. It is suggested that the retardation 
in tuberculosis mortality among young adults has been 
brought about by (a) a predisposing factor—that is, 
the special sensitiveness of young adults to social con- 
ditions as regards their mortality from respiratory 
tuberculosis ; (b) general determining factors—that is, 
the contemporaneous country-wide changes in general, 
social, and economic trends affecting the mortality from 
respiratory tuberculosis in young adults in all areas, the 
most important of these changes being the check to the 
rise in the standard of living occurring about 1900, 
which was accompanied by a setback in the improve- 
ment in general housing conditions, and the accentuated 
increase in the industrial employment of young women 
also taking place about that date; (c) local determin- 
ing factors—that is, unsatisfactory social conditions 
rendering the effect upon the young adults in certain 
localities especially severe. Of these local conditions 
housing appears to be of great importance, the part 
played by other factors in poverty being less clear, 
though there is some evidence from the London 
boroughs that inadequate nutrition has also played a 
part. 


It has not been possible yet to settle the date and place 
of the meeting of the next annual congress of the Inter- 
national Association of Cosmebiology postponed from last 
September owing to the outbreak of war. The proposed 
places are Rome, Barcelona, Geneva, or Antwerp. The 
official representatives of Governments and of ccntribut- 
ing learned societies are asked to send notification ef any 
changes of address to the general secretary of the Inter- 
national Association, Dr. M. Faure, Rue Verdi 24, Nice. 
The Revue de Cosmobiologie continues to be published, 
at present in the more convenient form of separate 
pamphlets. 
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. SURGICAL PROCEDURES IN GENERAL PRACTICE 


This is one of a series of articles contributed by invitation 


FRACTURES OF THE SHAFTS OF 
THE TIBIA AND FIBULA 


BY 


ARTHUR ROCYN JONES, M.B., F.R.C.S. 


When considering the fracture of a long bone, the position 
and the nature of the break in continuity are frequently 
determined by the structure of the bone. A broken tibia 
often illustrates this relation between fracture and struc- 
ture. The upper third of this bone is thick and prismatic, 
but the lower two-thirds becomes increasingly thinner 
until near the lower end, when some expansion again 
occurs to form an articular surface of the ankle. It is the 
lower slender part of the tibia that is most frequently 
broken, and here, too, is one of the well-known sites for 
non-union of a skeletal fracture. Furthermore, the whole 
length of the inner surface of the tibia lies immediately 
beneath the skin, and there is thus a greater liability for a 
fracture of this bone to become compound than is the case 
with most bones. Fractures of the bones of the leg may 
arise from direct or indirect violence, the severity and 
nature of which will decide whether one or both bones 
are broken and also the particular variety of fracture 
inflicted. Direct violence, such as that of a crushing 
force applied to the liggb, usually produces a transverse 
fracture, and very often‘with comminution. On the other 
hand, indirect violence, such as occurs when falling from 
a height, as a rule causes severe twisting of the leg with 
the foot momentarily fixed on the ground. The fracture 
which follows such a torsion strain is either oblique or 
spiral in character. Comminution may occur with all 
varieties, and frequently there is a detached triangular 
piece present, the so-called “ butterfly fragment.” Again, 
the tibia, whether broken alone or in company with the 
fibula, is almost invariably severed in its lower two-thirds ; 
if both bones suffer the fibula is fractured at a higher level 
than the tibia. 

The more severe the injury the easier the diagnosis. A 
simple fissured fracture of the fibula may readily escape 
detection except by radiographic examination in two 
planes. Clinically there is local tenderness at the site of 
bone injury accompanied by some swelling due to extrava- 
sation of blood, and lateral pressure on the fibula either 
above or below is painful at the fracture. But a person 
with a broken fibula may be able to walk without great 
discomfort, and this fact is very disarming to the unwary. 
A fracture of the tibia, on the other hand, is at once 
disabling. There is local pain and swelling at the point of 
injury, and if the examining fingers follow the crest of 
the tibia from above downwards a sudden interruption is 
experienced at the fracture and the lower end of the upper 
segment can be felt. These signs are enough to diagnose 
a fracture without recourse to the eliciting of crepitus or of 
abnormal mobility at the break. The obtaining of the 
last two signs is inadvisable, for they can only be secured 
with pain to the patient and some risk of disturbing what 
may be a reasonably good alignment of the fragments. 
A fracture of both bones presents no difficulty of diag- 
nosis: the grave disability, the angular deformity, and the 
great swelling of the parts are only too obvious. 


Treatment 


Once the clinical diagnosis of a fracture of one or both 
bones of the leg is made the protective treatment of the 
fracture should begin, without waiting for an x-ray 
examination. Neglect to protect the injured leg during 
transport from the scene of the accident may have irre- 
parable consequences. Fractures of both bones in their 
fresh state may present the fragments in good anatomical 
alignment, but if left unprotected these may easily become 
so disturbed by the time they reach the x-ray table that 
their realignment may baffle the skill of the most experi- 
enced. It is important, therefore, that these fractures be 
protected on the spot ; for this early splinting may well be 
the most important step of ali, in spite of whatever pro- 
cedure may follow. In a fracture of the fibula alone the 
uninjured tibia acts as an adequate splint. For a broken 
tibia the uninjured fibula is something of a protection, but 
it is safer to adopt the plan that is recommended where 
both bones are broken, which is as follows. The leg 
should be supported by an assistant, while the foot is 
then brought up to right angles with the leg and some 
traction applied. With the leg in this position, a padded 
box splint, with foot-piece, is bandaged to the limb. If 
only one side splint is available it should be applied to the 
outer side of the injured limb, and then both lower limbs 
should be tied together at the feet, ankles, mid-calf, knees, 
and thighs. Even if no splint is available the limb should 
be tied as indicated. 


As soon as possible the radiographs should be taken in 
two planes, and the whole tibia and fibula examined to 
avoid missing any undetected fracture at some distance 
from the main injury. A skiagram alone will reveal the 
true nature of the fracture, and by indicating the disposi- 
tion of the fragments will serve to point out what the 
right line of treatment should be. 


Fracture of Fibula Alone 


Fractures of the shaft of the fibula are rarely of great 
importance, for the body weight is transmitted almost 
entirely by way of the tibia. Sometimes, however, a frac- 
ture of the neck may be accompanied by injury to the 
external popliteal nerve, with consequent drop-foot paraly- 
sis ; but as a rule the paralysis is only temporary, although 
it may take some months to recover. An absolute irre- 
parable paralysis is excessively rare. Fracture of the 
lower end of the shaft may be part of a Pott’s fracture 
and should be treated as such. With an intact tibia there 
is usually no gross displacement of the segments of a 
fractured fibular shaft. The fracture is best treated in a 
plaster-of-Paris cast. Stockinet is put on the limb, and the 
slightly inverted foot is held at a right-angle to the leg 
and manual traction exerted ; by this means displacement 
of the fragments will be corrected. While the foot is thus 
held under traction the plaster is applied direct to the 
stockinet from the toes to just below the knee and without 
any wool or felt padding. A walking-iron, preferably with 
a rubber disk for comfort, is incorporated in the cast, 
taking care that the iron lies in the axis of the leg and is 
not tilted forward below the sole of the foot (Fig. 1). 
Lastly, the edges of the stockinet at each end are folded 
back and are fixed in the cast by the turns of the last 
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plaster roll. When the cast is dry and well set, walking 
may begin with the aid of a stick. The plaster may be 
removed in three to four weeks, for by then there ts usually 
enough callus present to keep the segments immobile. 


Fic. 1.—Plaster cast with walking-iron incorporated. 


Fractures of Tibia Alone 


A fracture of the tibia is completely disabling, and 
reduction should be attempted without delay. It is much 
easier to reduce displacement during the first few hours 
while the muscles are relaxed than it is after a day 
or two when the exudation has increased and the 
muscles are more resistant. The anaesthetic should 
be such as will produce complete relaxation of the 
limb. The knee ts first held flexed at nearly a right- 
angle, and traction and counter-tracticn are employed, 
with lateral pressure on the fragments if necessary. 
Should this procedure fail, then deliberate angula- 
tion of the fragments with traction and counter-traction 
may succeed in bringing the ends together. If this occurs 
the leg is straightened, bringing the fragments into align- 
ment. Care, however, must be taken to avoid thrusting 
the sharp end of a fragment through the skin. The result 
should be checked by the fluorescent screen, and if unsatis- 
factory the manipulation should be repeated. When good 
reduction has been obtained the limb should be encased in 
a plaster cast on stockinet from the toes to the groin, and 
a walking-iron incorporated ; but it is a good precaution 
to make two or three longitudinal slits in the front of 
the cast so that it can be prised open a little if the patient 
complains of undue discomfort some days later. A radio- 
graph in two planes should be taken as soon as the 
plaster is dry, and again a week later. In spite of every 
care the fragments sometimes change their position even 
in the cast, and this is due to the fact that with the 
absorption of the exudate and the diminution of the swell- 
ing the plaster does not grip the limb so well as when 
first applied. 

There are three things in particular that must be 
watched: that there is no angulation at the fracture ; that 
the articular surface of the tibia at the ankle is hori- 


zontal; and that the foot is at a right-angle to the leg. - 


The avoidance of angulation is of more importance than 
end-to-end apposition, provided the axes of the tibia 
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and fibula are paralle!. Permanent angulation or cbli- 
quity of the articular surface will mean future ankle strain, 
with a weak foot in a valgus or varus attitude, and a foot 
fixed in plantar flexion may lead to contraction of the 
tendo Achillis. If there is angulation of the fracture it 
must be corrected forthwith by removing the plaster, 
manipulating the leg, and applying a fresh cast. An alter- 
native methed is to remove a wedge from the cast on the 
side to which the angulation is pointing and continue the 
narrowing slit around on either side for two-thirds of 
the circumference of the cast. The angulation can then be 
corrected by approximating the edges of the gap left after 
the plaster wedge has been removed ; but this should be 
checked by the x-ray screen. If the deformity is abolished 
fresh plaster should be applied to close the slit and bind 
the cast. The plaster should be kept on the limb for 
eight to ten weeks or even longer, according to the 
everity of the fracture. But before walking is permitted 
a radiograph should be taken to determine whether suf- 
ficient consolidation of the callus has occurred. 

If the fracture resists manual reduction, or if there is a 
persistent separation of the segments in spite of all 
attempts to approximate them, then it is probable that 
muscle is interposed between the fragments or the intact 
fibula is obstructing reduction. In these circumstances it 
is best to explore the limb by open operation, reduce the 
fracture, and maintain the reduction securely with a metal 
plate. This procedure will be safer if the “no touch” 
technique be observed throughout. 


Fractures of Tibia and Fibula 


Fractures of both bones are more disabling and far 
more difficult to treat than the fracture of a single bone. 
They are usually the result of greater and longer-continu- 
ing violence, so that the displacement and comminution 
of the fractures and the injuries to the soft parts are more 
serious. The attitude of the leg is characteristic: there 
is anterior bowing at the fracture, due to the upward pull 
of the quadriceps on the upper fragment and the retraction 
of the lower fragment by the tendo Achillis. The treat- 
ment of these fractures will depend upon the amount of 
displacement, overlapping of the fragments, and whether 
there is any muscle interposed between the ends of the 
bones. 

MANUAL REDUCTION AND FIXATION BY PLASTER CAST 

In attempting manual reduction of fractures of both 
bones the same principles obtain as described for fracture 
of the tibia alone; also, checking by fluorescent screen 
and by subsequent radiographs must be followed in similar 
manner. If the reduction is satisfactory and the align- 
ment of the fragments correct, a plaster cast, with incor- 
porated walking-iron, should be applied to keep the bones 
fixed in position. There is, however, a greater liability to 
displacement of the fragments under the plaster than in 
the case of a patient with only a tibia broken. It also 
takes a week or ten days longer to get these patients 
walking in the plaster. 


REDUCTION BY DISTRACTOR AND FIXATION BY PLASTER CAST 


If the attempt at manual reduction fails, or if at the 
outset it is felt that the overlap or displacement is such 
that there is little prospect of success by manipulation 
alone, reduction by a distractor should be undertaken. 
There are a number of good distractors available for the 
reduction and fixation of these difficult fractures of Jong 
bones. With’ aseptic precautions a_ sterilized stainless- 
steel pin, 4 mm. thick, is passed through the tibia above 
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ihe fracture and another pin through the lower end of the 


tibia or through the posterior part of the os calcis. The 
pins are then connected to the appliance. Traction and 
counter-traction are made by screw adjustment, and, with 


Fic. 2.—A leg with a severely comminuted fracture-disloca- 
tion of the lower third of the tibia and fibula. Cuendet’s dis- 
tractor is shown attached to pins transfixing the tibia and os 
caleis after reduction and fixation of the fragments. 


Fic. 3. Fic. 4. 


Fic. 3.—Tracing of a radiograph of the case illustrated in 
Fig. 2, before treatment. 

Fic. 4—Tracing of a radiograph of the same case after 
reduction and fixation of the fragments by the distractor. 


he aid of some manual adaptation of the fragments as 
Well, a good anatomical reposition of the broken bones 
N be obtained in almost every case. The procedure 
best carried out with the help of the x-ray screen, for 
Y this means the right amount of distraction necessary 

be accurately estimated. When correct reposition of 


the segments has been obtained the apparatus alone will 
maintain the fixation (Figs. 2-4). To prevent infection 
occurring between skin and pin, it is a good precaution 
to smear bipp around the pin at its emergence from the 
limb and apply a strand of sterile gauze over the paste. 
A strip of thin felt is next applied to the outer side of 
the leg in the lower third, and this passes down over the 
external malleolus, under the heel, and upon the inner side 
to well beyond the internal malleolus ; this,felt gives pro- 
tection to the bony prominence in the regicn of the ankle. 
The plaster is then applied direct to the skin and over 
the thin felt, from the toes to the upper part of the thigh, 
and when the cast is dry the distractor is removed, leaving 
the pins in the limb. At the end of ten days walking 
with crutches may begin, and later on sufficient aid will be 
derived from a walking-stick. Pins and plaster should be 
removed in eight weeks. If there is enough ccnsolidation 
of the fracture, walking may be allowed without the cast ; 
but if the union of the fracture is weak, cr if there is 
pain, a fresh cast with walking-iron should be applied for 
another three or four weeks. The rate of consolidation 
depends upon the severity of comminution, the state of 
health, and the age of the patient. 

Delayed union is apt to follow severe comminution, and 
particularly if loose devitalized fragments are present. In 
such cases firm union may not occur for four months or 
even longer, and demonstrable x-ray consolidation not for 
five to six months. Again, some may require the protec- 
tion of a walking-calliper for a while after the plaster cast 
has been discarded ; this particularly applies to the elderly 
heavy patient with a severe fracture in the lower third of 
the tibia. Angulation is apt to occur in this type of case 
even when clinically there is apparent consolidation and 
immobility of the fragments. Fractures in young children, 
on the other hand, usually heal soundly in six to eight 
weeks. All patients after discarding plaster casts should 
have physiotherapy treatment, directed to improve muscle 
tone and to get rid of knee and ankle stiffness. 


SKELETAL TRACTION AND SPLINTING 
Another method of treating fractures of beth bones 
of the leg is by skeletal pin traction combined with a 
Thomas or Braun splint. A Kirschner wire is inserted 
through the posterior part of the os calcis and tightened 
and clamped in a stirrup. The wire can be inserted under 
local anaesthesia: about 2 c.cm. of a 2 per cent. solution 
of novocain is injected under the sterilized skin and down 
to the periosteum of the bone at the point of proposed 
entrance of the wire. The latter is then driven through 
the os calcis until the skin begins to bulge on the opposite 
side. A second injection is now made about the exit of 
the pin from the bone and afterwards the pin is pushed 
out through the skin. The limb is placed in a Thomas 
bed calliper, which is bent to an angle of 45 degrees at 
the knee and suspended from pulleys attached to an over- 
head frame ; the stirrup is attached to a cord which passes 
over a pulley, at the foot of the bed, to a weight of 12 Ib. 
or more, according to the amount of traction required to 
overcome the displacement of the fragments, as irdicated 
by the radiographs. Good correction can be obtained by 
this method, but it is open to the cbjection that the patient 
is kept recumbent, the fracture is not sufficiently immobi- 
lized, and there is a tendency towards delayed union. The 
method is, however, of great value in compound fractures 
or where it is necessary to keep the state of the limb 
under observation for trophic or other reasons. In some 
cases where it is desirable to begin the treatment in a 
Thomas splint it may be possible, after two or three 
weeks, to incorporate the limb in a plaster cast. 


i 
1, 
yt 
it 
ry 
2 
yf 
e 
d 
a : 
i 
A : 
l 
1 
| ; 
TA 
| 


1240 Dec. 23, 1939 FRACTURES OF SHAFTS 


Compound Fractures of Tibia and Fibula 


Compound fractures are a special problem, and they 
vary from one or two punctures of the skin to complete 
destruction of the limb, for which amputation is the only 
remedy. Every compound fracture must be presumed to 
be potentially infected, and therefore protective inocula- 
tion ought to be instituted at once; 1,000 units of anti- 
tetanic serum (500 American units) should be given subcu- 
taneously and 4,000 units of gas-gangrene antitoxin intra- 
muscularly. The treatment of the wound will depend on 
the degree of damage to the soft tissues. Puncture wounds 
are best left alone and watched; if suppuration occurs 
free drainage should be provided. Where there are lacera- 
tion and some devitalization of the part the soiled tissues 
and skin involved should be excised (débridement). If 
the skin edges can be brought together without tension this 
should be done ; but if it is not possible the wound should 
be packed with pure flavine and gauze. Should the 
wound eventually suppurate flavine and glycerin with 
gauze packs had best be employed and the leg dressed 
daily. If there is good alignment of the fragments the 
limb might be encased in plaster from the toes to the 
groin and a generous window provided for dressing. If 
a cast is not possible, or if it is necessary to employ skeletal 
traction, the limb is best nursed on a Thomas splint. Many 
compound fractures do well under this treatment, although 
union of the fragments is delayed. A sinus, however, may 
persist for several months, the healing of which often 
follows the shedding of a superficial sequestrum. Very 
often compound fractures require some calliper protec- 
tion during the early stages of walking. 

Where amputation is inevitable it is best in the early 
case to amputate through the fracture and provide ade- 
quate drainage from the beginning. This procedure, 
rather than a higher amputation, diminishes the shock, 
and ultimate healing is often so satisfactory that a 
secondary amputation for limb-fitting is unnecessary. 


In other cases a more conservative attitude may be 
justified, and by efficient drainage, antisepsis, and possibly 
administration of sulphanilamide, an unpromising limb 
may be saved. But if in spite of such treatment there is 
commencing retrogression with the limb red, swollen, and 
oedematous, a slowly ascending inflammation and a patient 
very ill, then amputation becomes a life-saving operation. 
Even in this type of case amputation at the fracture with 
very free drainage may be quite enough. But if not 
enough it very often suffices to tide a patient over a crisis, 
and a secondary amputation can be planned later with a 
good prospect of success. 


The nineteenth annual report of the National Institute of 
Industrial Psychology (Aldwych House, W.C.2) records impor- 
tant work of both industrial and educational interest. It is to 
be hoped that the information the Institute has accumulated 
and the experience it has gained since its foundation shortly 
after the last war will be utilized to the full in the present 
emergency. The section of the report dealing with industrial 
investigations shows the wide variety of problem with which 
the investigators are accustomed to deal. Particularly good 
results are reported in simplifying methods of work and in 
devising training schemes for new employees. A large part 
of the Institute’s work is concerned with vocational and edu- 
cational guidance. There was a marked increase in the number 
of young men sent for testing and interviewing by firms em- 
ploying or proposing to employ them and in the number of 
boys and girls dealt with in groups at their own schools. This 
advisory service is still available, and to meet the needs of. 
school-leavers who have been evacuated the Institute is 
prepared to send members of its staff to schools in the country. 


OF TIBIA AND FIBULA 
“THE APPOSABLE THUMB” 


SIR WALTER LANGDON-BROWN’S LECTURE 


Under the title of “The Apposable Thumb ” Sir Walter 
Langdon-Brown discoursed in his Thomas Vicary Lecture 
at the Royal College of Surgeons on November 30 on the 
history of craftsmanship in medicine and the rise of 
surgery to its proper place. The subject took him to the 
origin of schools of learning and universities, the separa. 
tion of philosophy from handicraft (of which the separ. 
ation of medicine from surgery was a phase) and the 
intellectual conflicts of the Middle Ages. The lecture was 
attended by the Presidents of the Royal Colleges of Phy. 
sicians and of Surgeons and a distinguished company, — 


The lecturer began his history in almost the darkest of 
the dark ages, when Theodore of Tarsus arrived in Eng. 
land in 669. Although he was 66 years of age, he proved 
himself an active reformer and founded a school of 
learning at Canterbury, at which school our written litera- 
ture in English may be said to have had its birth. A few 
years later the monastery at Jarrow associated with the 
Venerable Bede was consecrated. Jarrow must have been 
an oasis of civilization in these times. This in turn led 
Egbert to establish his cathedral school at York. Thus, 
if one went back far enough, Britain could claim to have 
planted the seed from which sprang the mediaeval univer- 
sities. The very names of those universities affected one 
with a kind of nostalgia—Salerno, Bologna, Paris, Sala- 
manca, Oxford, Padua. They were not founded, but just 
grew out of the sudden passionate desire for learning in 
the twelfth century, wandering scholars flocking hither and 
thither as the reputation of some teacher waxed and 
waned. 

The word wniversitas originally signified not a studium 
or school but a guild formed for self-protection either by 
teachers or studenis. A university was and still remained 
an intangible thing. He sometimes wondered what would 
happen if a man arrived at Cambridge station and asked 
a taxi-driver to take him to the university. It would be 
like arrivinz at Victoria and asking to be driven to the 
British Constitution. The rise of Oxford was one of the 
results of the quarrel between Henry II and Thomas 4 
Becket. As the clergy naturally sided with the archbishop 
the king ordained that no cleric should cross the Channel 
except by his permission and that clerics abroad should 
return or lose their livings. The result was that, exiled 
from Paris, they crowded in the little studium at Oxford. 
In 1209 the feud between town and gown ended in masters 
and students three thousand strong deserting Oxford for 
Cambridge and Reading, and when the quarrel was settled 
in favour of the university many of the migrants remained 
in Cambridge, though Reading had to wait until the 
present century to get its university. 


The Ascendancy of Scholasticism 


It was Hugh de Balsham, Bishop of Ely, who first took 
steps to introduce the collegiate system into universities, 
though for the beginning of the system one must go {0 
Paris. By the middle of the thirteenth century the 
majority of middle-class students were living in halls under 
the control of masters. These halls largely disappeared or 
were absorbed by the colleges, though this absorption was 
more gradual at Oxford than at Cambridge. Hugh de 
Balsham founded Peterhouse at Cambridge in 1284, and 
between 1324 and 1352 seven new colleges at Cambridge 
came into existence. King’s College was founded in 1441 
and Queens’ a few years later. “It is a strange madness, 
said Petrarch, “ this desire ever to be sleeping in a strange 
bed,” but now the wandering scholars were settling down. 


The lecturer next traced the rise of authority in the 
Middle Ages and the ascendancy of scholasticism wht 
kept control until the Renaissance. He asked what was the 
attraction of scholasticism to the human mind. It was 
an attempt to push reasoning by the apparatus of logic-t0 
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its utmost extreme. This was not an atmosphere in which 
science or medicine could flourish, though an age which 
had seen many able minds completely subservient to “ the 
gospel according to Karl Marx” had little reason for 
sneering at scholasticism. In early times, before the uni- 
versities existed, the art of medicine was practically con- 
trolled by the Church. Even at that early stage any kind of 
craftsmanship in medicine was looked at askance. It was 
becoming fashionable to denigrate the Renaissance, but 
so far as medicine was concerned things were in a far 
worse State before this rebirth. The universities of 
Europe, many of which had started as rather revolutionary, 
anti-clerical institutions, gradually became exclusive. Papal 
influence seemed to vary directly with the distance of the 
university from Rome—for example, Paris was more under 
the papacy than any Italian university. What was it that 
saved medical science during the two centuries after the 
death of Frederick II, that liberal patron of Salerno, in 
1250? The answer was surgery, which the physicians tried 
to repress. The lecturer gave an amusing account of the 
conflict in the University of Paris over the effort to exclude 
all who worked with their hands. When the surgeons 
secured the right to attend the lectures, though degrees 
were denied them, their opponents countered the move by 
admitting barbers, to which the other side retorted by 
requiring all lectures to be in Latin, which the barbers 
could not understand, but this was met by giving the 
lectures once in Latin and a second time in French! 


A Siowly Opening Door 


But the Renaissance was at hand. Its harbinger in 
England was Erasmus, who represented that sort of com- 
promise for which the English were now renowned. The 
year 1511, when Erasmus was at Cambridge, was an im- 
portant date in the history of surgery. Those who prac- 
tised surgery were required to be licensed after due 
examination. In 1518 the Royal College of Physicians was 
founded with Linacre as its first President. In 1540 the 
regius professorship was established. With such a start 
as this it was disappointing to find how little was achieved. 
William Harvey made his great discovery, but in fact it 
had little influence upon the practice of medicine in the 
seventeenth century. More important than his discovery 
was his introduction of the experimental method. But the 
progress of clinical medicine showed an extraordinary time 
lazy. The door that had been opened was not entered at 
once, and Harvey’s injunction to seek out the secrets of 
Nature by way of experiment was only falteringly followed. 
The severance between medicine and surgery was main- 
rome by the cleavage between philosophy and craftsman- 
ship. 

Gradually, however, during the seventeenth century 
observation, reason, and experiment peneirated into medi- 
cine, modifying somewhat the influence of authority. Two 
chief aspects in the study of disease became more clearly 
defined—laboratory experiment and clinical observation—— 
though like two brethren united by a common tie they 
were apt to disagree. Sydenham was more influenced by 
the systematic botany of Linnaeus than by the experimen- 
tal physiology of Harvey. He considered that the first 
tak of the clinician was to reduce diseases to certain 
definite species. This was the indication of another con- 
cept which had continued to be affirmed, denied, and 
reaffirmed—namely, the entity of disease. 

Two events which influenced the practice of medicine 
Were the invention of percussion by Auenbrugger and of 
the stethoscope by Laennec. From these humble begin- 
nings the whole science of physics obtained an introduc- 
tion into medicine. Physicians became no longer ashamed 
to use their hands. Anaesthesia and antisepsis revolu- 
tionized surgery, and in the last decade of the nineteenth 
century clinical pathology added another weapon to the 
armament against disease. The twentieth century saw the 
Physician so surrounded by apparatus that in its midst the 
Patient was in some danger of being overlooked. Then as 


a corrective came psycholcgy, at first a kind of reversion 
to mediaeval methcds of thought, but now more observa- 
tional, and proving of the greatest value to medicine. 
Thus the lecturer completed his survey of the long ages 
from the time when mediaeval craftsmanship found splen- 
did exercise for its talents in pillared Gothic and storied 
windows, but when to apply experiment and handicraft 
upon a being having an immortal soul appeared to be like 
high treason, and when surgery was only to be tolerated 
as a painful necessity. The Renaissance brought a different 
attitude to the whole of life, but the new ideas generated 
seemed automatically to provoke resistance, of which the 
Jong-drawn-out refusal to accord surgery its proper place 
was one example. But now the long struggle had been 
won, and never again would the birthright of the “‘ appos- 
able thumb ” be bartered for a mess of dialectical pottage. 


INCOME TAX 
EMERGENCY COMMISSIONS IN THE R.A.M.C. 


In many cases the income-tax liability of an officer serving 
in the R.A.M.C. will be a dual one—there will be tax 
chargeable on his Army pay and deducted therefrom through 
his Army agent, and there will be liability in respect of the 
(presumably reduced) civil earnings of his practice or of his 
share in the practice in which he may be a partner. When 
an officer receives his commission his Army agents supply 
him with a form on which he gives such particulars as will 
enable the War Office assessor to get into touch with the 
inspector of taxes who has hitherto dealt with the officer's 
liability. Assuming for the moment that civil earnings have 
entirely ceased the liaison so established should enable the 
inspector to see that an appropriate adjustment is made in 
the local assessment, and to notify the War Office of any 
allowances—for example, balance of “life assurance” or 
“child” relief—that may be due from the assessment on the 
Army pay. The methed of calculating that pay is compli- 
cated by the system of “ allowances,” but broadly the principle 
followed is the one applied to civilian employment—namely, 
that allowances paid in money are chargeable to tax, but not 
allowances provided in kind. 


Adjustment of Civil Assessment 


The adjustment, if any, which should be made in the local 
assessment on the civil earnings will of course vary with 
the circumstances of each case. In this connexion the possi- 
bility of claiming the special relief provided by Section 11 of 
the Finance Act (No. 2), 1939, should be borne in mind. 
That relief applies where the actual aggregate earned income 
of the financial year is less by 20 per cent.—or approximately 
20 per cent.—than the aggregate earned income as assessed, 
and was explained in some detail in the British Medical Journal 
of October 21, 1939 (p. 821). In spite of this form of relief 
cases of hardship may occur, as, for instance, where an indi- 
vidual holding an appointment has been seconded for war 
service without vacating his appointment, with the result that 
he has in effect two sources of income—the civil source 
assessable on the previous year’s basis and the Service 
employment assessable as a “new” source in the current year. 
In cases of demonstrable hardship the officer affected would 
be well advised to put the facts before the inspector of taxes 
and ask whether he cannot suggest some equitable basis of 
settlement. We cannot think that the Board of Inland 
Revenue cou!d contemplate with equanimity that war service 
should involve fiscal injustice, and we feel sure that such 
cases will receive sympathetic treatment. 


Serum Sickness —A process of treatment with heat and 
alkali will remove from horse serum the factor causing serum 
sickness in rabbits without unduly impairing antibody content. 
—Serum Sickness in Rabbits: VII, Method for Removing or 
Destroying Factor causing Serum Sickness. M. S. Fleisher 
and L. R. Jones.—J. Jmmunol., June 1939, 36, 511. 
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TREATMENT OF NEUROSES IN THE 
EMERGENCY MEDICAL SERVICE 


The following article, which describes the arrangements 
made to deal with neuroses in the Emergency Medical 
Service, has been received for publication. 

The probable incidence of psychiatric or neurotic 
casualties resulting from air raids is a question upon which 
there is considerable divergence of opinion. It is some- 
times anticipated that such casualties will cccur in large 
numbers, but the evidence of those with practical experi- 
ence of air raids suggests strongly that this view is 
mistaken. Professor Mira, for example, who was in 
Madrid and Barcelona during the Spanish War, states 
definitely that the incidence of neuroses was comparatively 
small—so small that there was not sufficient employment 
for the psychiatrists in Spain, some of these having to be 
transferred to general medical work. Professor Mira’s 
observations will be found in his article “ Psychiatric 
Experience in the Spanish War,” published in the British 
Medical Journal for June 17, 1939. 

The extent of the problem to be faced is therefore 
uncertain, and any scheme for dealing with psychiatric 
or neurotic casualties must be on a basis which will admit 
of indefinite expansion should circumstances require it, 
although it is far from certain that these circumstances 
will arise. Further, any such scheme must take account 
of the special character of the neuroses, which differ 
fundamentally from organic conditions in their origin and 
structure. It should be remembered here, however, that 
experience in the last war and in the Spanish Civil War 
showed that a number of patients who had been in the 
proximity of bursting bombs, and who exhibited symp- 
toms of an apparently neurotic type, proved on examina- 
tion to be suffering from injury of the nervous system, as 
demonstrated, for example, by haemorrhage or other 
changes in the cerebrospinal fluid. The diagnosis of such 
conditions from the neuroses is clearly a matter of the 
first importance. 

When this diagnosis has been made, however, the 
handling of the neuroses proper requires essentially 
different methods from those suitable for wounds and 
organic injuries. The central fact which has to be borne 
in mind is that we are concerned here with conditions 
in which psychological factors play a predominant part. 
For this reason the development and duration of neuroses 
are greatly influenced by the manner in which cases are 
treated at their outset. If they are inefficiently handled 
at this stage not only may their course be prolonged 
unduly but the incidence of neuroses in the population 
may be greatly increased by suggestion and contagion: the 
potency of factors of these kinds was strikingly pointed 
out in the article by Professor Mira already mentioned. 
“When a man did not return to his post after a nervous 
breakdown his comrades were quick to notice it, and there 
was a tendency for more neuroses to appear. . .. It was 
our experience that you can always fill your psychiatric 
beds, no matter how many you decide to have ; the supply 
creates the demand.” Hence the policy of evacuating 
casualties as quickly as possible down the line, while 
suitable for organic injuries, has to be substantially modi- 
fied so far as neurotic cases are concerned. Indiscriminate 
evacuation of such cases might easily lead to a grave 
increase in neurotic disorder, 

The scheme elaborated by the Ministry of Health for 
dealing with neuroses which may occur under air raid 
conditions has been constructed on the basis of the fore- 
going considerations. The arrangements for the London 
area will be described in some detail. A similar organiza- 
tion has been built up in provincial areas. 


Arrangements for the London Area 


The special arrangements for dealing with neurotic casual- 
ties are of course closely linked with the main Emergency 
Hospital Scheme in the area. The structure of this scheme is 
now generally known, but the aspects relevant to the present 


subject may be briefly summarized as follows. London and 
the contiguous areas of the home counties are divided into ten’ 
Sectors, each radiating from a central area comprising one’ 
or more of the teaching hospitals. Each Sector contains a large’ 
number of hospitals, which are so organized that casualties’ 
arriving at first-aid posts or casualty hospitals within the 
Sector, and which cannot be dealt with other than temporarily 
at this level, will be evacuated to hospitals further afield in 
the same Sector. 

This procedure, while admirably adapted to the rapid and 
appropriate disposal of organic injuries, requires considerable 
modification in its application to neurotic cases. First, in 
many of the cases success is dependent upon early treatment 
being obtainable near the site of onset. Secondly, if cases of 
simple fright and mild neuroses are immediately evacuated to 
hospitals further down the line the accommodation required 
for organic cases under the conditions of a severe air raid 
might be unduly strained. Thirdly, owing to the psychological 
factors underlying neurotic disorder this procedure might lead 
to a great increase in the incidence of such disorder. Fourthly, 
it is undesirable that neurotic cases should be treated in the 
same wards and under the same conditions as organic cases,’ 
as this again may tend to accentuate and prolong neurotic: 
illness. Lastly, more severe neurotic cases require special 
methods and expert care, which may not be available in 
general hospitals. 

It is therefore essential to secure that simple neurotic cases: 
are dealt with adequately “in the front line ”*—that is, at. 
first-aid posts and casualty hospitals, from which the large 
majority may be returned to their own homes after any 
necessary preliminary treatment; next, that only. those cases 
which in the opinion of an expert require more prolonged 
treatment are sent down the line, facilities being provided for 
the careful sorting out of such cases ; and, finally, that cases 
so sent down go to special hospitals, where the staff and 
methods suitable for these cases are available. 

In order to secure these ends the following machinery has 
been established. Each Sector has been divided into four or 
five areas, and a neurologist or psychiatrist (including in the 
latter term “ medical psychologist ~) has been attached to the 
hospitals of each area. The duties of this officer are: (a) to 
make himself acquainted with the topography of his district; 
(b) to get in touch with the various hospitals comprised in 
that district, and to ensure the smooth working of the 
neuroses scheme: (c) to establish, with the aid of the Group 
Officer, out-patient departments in one or more of these 
hospitals, where neurotic conditions can be treated, and to 
which general practitioners may send cases for which specialist 
aid is required ; (d) to decide which cases tieed the more pro- 
longed and specialized treatment to be obtained in the special 
neurological hospitals. In general, cases can be sent to these 
special hospitals only on the advice of the neurologist or 
psychiatrist. In the event of a local air raid any further 
specialist staff required will be drafted in from other districts. 


in order to ensure adequate handling of neurotic conditions 
at the “ front-line * level, instructions have also been issued to 
the medical personnel of first-aid posts (published in British 
Medical Journal Supplement, September 2, 1939). These 
instructions emphasize that in cases of simple fright, and in 
the majority of mild neuroses, all that is required is sympa 
thetic but firm handling, opportunity for temporary rest, with 
or without sedative drugs. and then the return of the patients 
to their own homes. Such patients may be advised, if it 
thought necessary, to report to their general practitioners of 
to attend the special out-patient departments established ™ 
their district. More severe cases will be referred by the officer 
in charge of the aid post to a casualty hospital, where thev 
will be dealt with in the manner already described. 

Four special neurological hospitals have been organized 
at various places around London, but all situated at least ten 
miles from the central area. These hospitals, staffed entirely 
by neurologists and psychiatrists, are designed for the treat 
ment of those patients whose condition is too severe to enable 
them to be sent to their own homes or to be dealt with 
adequately as out-patients. The neurological hospitals also 
provide mobile units which can be sent to neighbouring areas 
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i supplement, in the event of a local air raid, the neurologists 
and psychiatrists attached to those areas. Two of the special 
geurological hospitals (at Mill Hill and Sutton) have been 
organized by the Maudsley Hospital, which has in effect been 
jivided into these two units. The remaining neurological 
pospitals are situated at Isleworth and at Maidstone, and a 
(ith hospital is projected in Essex. A special hospital has 
iso been established near Watford to deal with cases requir- 
ing more prolonged psychological treatment. 

In the event of further accommodation being required than 
the special hospitals are able to furnish, it is proposed to 
provide neurological units in association with the base hos- 
jitals more remote from London, 


Provincial Areas 


Arrangements similar to those of the London Area have 
een made in each of the provincial areas, though of course 
modified in accordance with the circumstances and needs of 
ach area. In particular, the aim of providing special neuro- 
gical hospitals in which the patients will be under expert 
ure has been followed throughout. About twenty such units 
ave been established in the provinces, each of which can 
ceive patients from neighbouring towns or from a more 
atensive district. 


A pool of neurologists and psychiatrists who are under 


-Tontract for service has been prepared from which specialists 


an be dispatched immediately after an air raid if their 
ervices are required to supplement those locally in charge of 
afrangements. 


TOXIC GASES IN INDUSTRY: PHOSGENE 
AND ARSINE 


The Department of Scientific and Industrial Research has 
issued two further leaflets in the series describing standard 
methods for the detection of poisonous gases produced in 
industrial processes, dealing with phosgene (carbonyl chloride) 
ad arsine (arsenic trihydride or. arseniuretted hydrogen) 
respectively. 

In the leaflet on phosgene (Methods for the Detection of 
Toxic Gases in Industry, Leaflet No. 8, published by H.M. 
Stationery Office, price 2s. 6d. net) it is pointed out that this 
gas is made specially for use in certain industrial processes, 
particularly in the dyestuffs, organic chemical, and pharma- 
ceutical industries. It is also used jin the manufacture of 
everal metallic oxides, and may also occur as a decomposition 
woduct of trichloroethylene and of carbon tetrachloride (used, 
for example, in some forms of fire extinguishers). The gas is 
much more deadly than chlorine. Atmospheres containing 
‘concentrations of phosgene only just detectable by smell or 
kcrimation, and consequently easily “tolerable.” may prove 
fatal. There is a risk of serious lung injury from exposure 
0 a concentration, by volume, of one part in 30,000 for as 
short a period as two minutes, and the maximum output 
permissible for prolonged exposure is one part in 1,000,000. 

Arsine is dealt with in Leaflet No. 9 (price 2s. 6d. net). Some 
of the situations in which it may be encountered in dangerous 
toncentrations are works employing electrolytic processes or 
in the manufacture of zinc chloride and sulphate and the 
‘melting of arsenical ores of iron, lead, zinc, cobalt, etc. It 
is also encountered in dyestuffs, electroplating, galvanizing, 
tydrochloric acid and sulphuric acid works. Arsine smells 
laintly of garlic, and the smell may easily pass unobserved. 
No reliance, therefore, should be placed on the absence of 
‘uch an odour as an indication that a suspected atmosphere is 
‘afe. There is evidence also that repeated exposures to very 
low concentrations result in a cumulative effect, with possibly 
‘vere poisoning as a result. There does not appear to be any 
limiting concentration at which this gas can be regarded as 
harmless for daily exposure, and continuous work should 
never be permitted in an atmosphere in which the presence 
of arsine can be detected by the tests described in the leaflet. 
Exposure to a concentration of one part, by volume, in 20,009 
for one hour is dangerous, and a concentration of one part in 
100.000 for twelve hours is fatal. 


Reports of Societies 


INDUCED PYREXIA 


A meeting of the Medical Society of London took place 
on December 11 under the chairmanship of Mr. ZACHARY 
Cope, when the subject for discussion was “ Induced 
Pyrexia.” 


Fever Treatment of G.P.I. 


Dr. F. J. Natrrass said that his principal experience of the 
method was in the treatment of general paralysis of the insane. 
In his view the electrical methed of producing fever had 
great advantages over the infective method (for example, 
malaria). The fact that so many different methods had proved 
effective, though in varying degrees, suggested that the fever 
alone was the essential element in all these forms of therapy. 
It could no longer be contended that there was anything 
specific about malaria; it was only one of the agents for 
producing high and sustained fever. 


The instrument he had employed for the production of 
short waves was a small radiant heat cabinet, the chief 
advantages of which were the low cost and the fact that a 
continuous record of rectal temperature could be maintained. 
He had also had some experience of inductothermy. Almost 
all methods could give good results if properly used. The 
chief factors to ensure success were a thorough knowledge of 
the system chosen and the closest observation and care of the 
patient during treatment. But, with such reservations, the 
published figures appeared to show that the resuits of fevers 
produced by physical agents were superior to those produced 
by malaria, and the mortality was considerably lower when 
physical agents were employed. He quoted some Ministry 
of Health figures from which it appeared that where special 
experience was assisted by organized arrangements the death 
rate directly attributable to benign tertian malaria was seldom 
more than 3 or 4 per cent., but where these precautions were 
not taken the case mortality had been as high as 10 or 14 per 
cent. During the past four years he and his colleague S. F. 
Evans had given 213 fevers to cases of general paralysis of the 
insane, with no deaths from the treatment. Treatment by 
electrical heat was less formidable for the patients than 
malaria and did not make them ill. They recovered quickly 
from the fever and if necessary could go out of hospital next 
day. After the first or second fever herpes labialis was 
common, but it was of no practical importance. 


The general principle in treatment should be to persist 
until a maximum clinical response had been obtained. As a 
rule it was apparent at an early stage of treatment whether 
or not the patient was responding, but gradual improvement 
might continue for months after the cessation of the course 
of fever. About ten fevers were generally advised, but his 
experience had led him to believe that if the level and dura- 
tion of the fever were adequaie a shorter course was sufficient. 
His present practice was to give from four to six fevers of 
106°, each for eight hours. Pyrexial treatment must be 
supplemented by full specific treatment, especially by trypars- 
amide and bismuth, but in general it had been found too 
dangerous to inject the drugs during the height of the fever. 
The fever soon caused a fall in the cell count and protein 
of the cerebrospinal fluid, but the change in the Wassermann 
reaction and in the Lange curve was very slow. Just enough 
sedative should be given to keep the patient reasonably com- 
fortable without reducing consciousness to a point where 
drinking was difficult. It was important to maintain proper 
water intake during fever to compensate for loss by sweating. 
It should be made clear that not all cases of general paralysis 
of the insane were suitable for electropyrexia. The patient 
must be capable of a certain amount of co-operation, or at- 
least be non-resistant. It might well be that malaria was 
still the method of choice for very excited or severely 
demented patients. 
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Gonorrhoea and Other Diseases 


In gonococcal infections, Dr. Nattrass said, fever was usually 
reserved for resistant cases, and those with local extension of 
the disease in the male or female organs, also for the treat- 
ment of gonococcal arthritis. The treatment of such cases 
was in fact the most notable achievement of fever therapy. 
He was not competent to judge whether fever had been super- 
seded by the new chemotherapy with sulphonamide com- 
pounds; he thought the matter was sub judice. Prolonged 
experience had shown that a temperature of just above 106° 
was near the upper limit of safety for application to the 
human subject. Lower temperatures than that might cure 
gonococcal infection, but only the higher temperatures cured 
the larger proportion of cases. 


Apart from general paralysis and gonorrhoea, benefit by 
fever had been established or claimed in a number of diseases. 
Cases of gummatous meningitis resistant to chemotherapy had 
sometimes improved. In primary and secondary syphilis the 
results were better when fever was combined with chemo- 
therapy, and much experimental work was proceeding on the 
subject. No case had yet been made out for the routine use 
of fever in early syphilis. In asthma the effect of treatment 
was difficult to assess. Prolonged remission or even permanent 
disappearance of asthma and especially of the status asthmati- 
cus might follow fever incident to pneumonia. In the two 
largest series of reported cases of asthma, one of forty-four 
and the other of fifty, it was reported that 50 per cent. experi- 
enced remission of attacks for periods varying from a few 
days to a year or more. The authors were judicious in their 
claims, and made it clear that ultimate relapse was usual, 
although relief could often be obtained by a second series of 
fevers. In chorea, in some cases the movements were promptly 
checked by fever, and there was evidence that a short course 
reduced the total duration of the illness, while the presence of 
carditis was not a complete contraindication to fever therapy. 
At the same time he doubted personally whether fever was 
generally indicated in chorea. 


Results with Inductothermy 


Dr. GeorGe GRAHAM described some work carried out at 
St. Bartholomew’s Hospital, at first with Neymann’s diathermy 
technique, but afterwards with the inductotherm and a heat- 
insulating bag. The bag formed a sort of waterproof quilt 
above and below the patient, whom it entirely enclosed, save 
for the neck opening, with the help of zip fasteners. Tem- 
peratures (rectal) were taken every quarter of an hour until 
they reached 104°, and then every five minutes until about 
105° was reached, when the current was turned off. During 
the fever the patients were given as much fluid as they liked 
to drink, and sometimes they consumed 3.000 c.cm. a day. 
A fan playing on the face made conditions more comfortable. 
Morphine (1/4 gr.) was given about a quarter of an hour after 
the fever had started. As to the results, he mentioned five 
cases in which the symptoms and pathological findings were 
those of general paralysis of the insane; they had all done 
very well indeed under fever therapy. The Wassermann and 
sigma reactions had changed very little, but the cerebrospinal 
fluid cells and protein showed a considerable fall. The 
patients, with few exceptions, developed bad herpes widely 
distributed over the face, in some cases compelling a cessation 
of treatment. 


In gonorrhoeal arthritis he had used the treatment in cases 
in which there were large swollen joints, and they had done 
very well. In one case after four fevers, although the joint 
condition cleared up, gonococci remained in the urethra, and 
a long treatment with diathermy was necessary before they 
finally disappeared. He believed that the treatment was useful 
in very severe asthma, and he quoted two cases. In one of 
them—a man who had required at least 80 minims of 
adrenaline a day—death took place eventually from lobar 
pneumonia, but there was no doubt that he had been made 
much more comfortable over a long period through being 
given fever. In the other case, that of a man who required 
20 minims a day to keey him comfortable, the fever stopped 


‘of hot baths. He did not think, however, that such measures 


— 


the asthma altogether. In patients who had occasional attack. 


of asthma it was uncertain whether benefit followed feyed- 
therapy or not. 


He had employed inductothermy in two cases of chore 
one a very severe one, and as a result of his experience 
would use the treatment in all cases of chorea, save in tho 
of young children under the age of 8 or 10 year 
Cases of subacute infective arthritis or rheumatoid arthritis 
had been treated by induced pyrexia at the Mayo Clinic, and 
about 10 per cent. were reported completely arrested and 3 
per cent. very much improved. Dr. Graham had_ himself 
treated some eleven cases of subacute infective arthritis, Tho 
which were in the early stage of the disease had responde 
well, but if the disease had been present a long time, with 
already some fixation of the joints, no great amount of good 
was likely to be done. The patients felt much better on the 
day following treatment, having less pain and increased joint 
movement, but within three or four days the pain returned, 
though not to the same degree, and the limb became mor 
stiff. Four or five fevers had been given to these patients, 
after which they were allowed to leave hospital, and some 
of them had gone on improving, but his opinion was that it 


would be well to give them more fever. He had also treated}, 


three patients suffering from spondylitis, and they had done 


very well as regards immediate relief of pain. He had studied} 


the sedimentation rate in these cases : it went up considerably 


when treatment started, and afterwards settled down. Here}: 


again it was true that the earlier such cases were treated the 
better the result. 


Beneficial Effect of Accompanying Fever 


Mr. ZACHARY Cope said that this method of treatment 
seemed to be a criticism of common clinical practice. The 
first measure taken in a number of diseases, when the patient 
had fever, was to give him an antipyretic drug. Possibly the 
physicians had been wrong in trying to reduce fever as the 
first line of treatment. The temperature might come down, 
but the patient was not better, and was deceived into going 
about again before he ought to do so. In such cases the 
antipyretic drug was a delusion and a snare in cutting short 
the fever which was helping him to get well. He wondered 
whether the introducers of the discussion knew of any drugs 
which acted on the heat-producing centre, bringing about 4 
fever of adequate amount but causing no serious harm. 

Dr. C. B. HEALD suggested that not hyperpyrexia but pyrexia, 
with temperatures of about 102°, and not given at weekly 
intervals but every day over a short period, might be effective 
in arthritis of a chronic type, with a suspicion, though no 
proof, of a gonorrhoeal nature. In some cases in which this 
method had been applied the same effect was obtained as 
with hyperpyrexia, but without any of the distress. Apparently 
if one got somewhere near the heat breaking-down point, and 
repeated it again and again. a clinical benefit was forthcoming 
which was not obtained in a series of hyperpyrexias separated 
by an interval of days. 

Mr. JOHNSTON ABRAHAM had found the induction of malaria 
rather troublesome because one could not tell for ten days of 
so whether it was likely to serve its purpose, and once of 
twice, in his experience, it was not possible to stop malarial} 
recurrences afterwards. He believed that the treatment of 
gonococcal infections by sulphonamide compounds had put 
the Kettering hypertherm out of action for the time being, 
but some 10 per cent. of gonococcal infections would nol 
clear up at all under sulphonamide, and, moreover, there were 
always relapses even up to seventy days after apparent clinical 
cure by chemotherapy, so that a certain residuum of cases 
always remained in which hyperpyrexia was indicated. 

Mr. WILLIAMSON-NoBLE mentioned that cases of secondary 
glaucoma sometimes yielded very good results on short-wave 
applications. 

In his reply Dr. NattRass said that he had had no exper 
ence of moderate pyrexia in arthritis, but one American 
worker had testified to symptomatic benefit following the usé 


could cure gonococcal arthritis ; hyperpyrexia was needed for 
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that. Dr. GRAHAM, replying to a question whether the treat- 
ment might be used in cases in which there was acute rheu- 
matic fever, said that Neymann had stated that in the 


_ treatment of cases of chorea rheumatic endocarditis was not a 
contraindication. 


He himself had had only one case in which 
there was acute rheumatic fever. There was a definite systolic 
murmur at the apex. Since the hyperpyrexial treatment she 
had been very well indeed, and there had been no return 
either of chorea or of endocarditis; no murmur was now 
perceptible. 


LIQUIDATING THE LOUSE 


At a meeting of the Royal Society of Tropical Medicine 
and Hygiene on November 16, with the president, Sir 
RICKARD CHRISTOPHERS, F.R.S., in the chair, Professor 
Patrick A. BUXTON read a paper on the louse. In his 
introductory remarks the lecturer said the paper and 
references to current literature were brief, since a full 
account of the insect was now in the press.’ 

The body louse and the head louse, he said, should be 


_ regarded as biological strains of a single species, Pediculus 


humanus. Lice transmitted such diseases as epidemic typhus, 
trench fever, and relapsing fever. In the civil population 
a considerable proportion of school children were infested 
with head lice. In the war of 1914-18 trench fever and skin 
complaints associated with Pediculus remained major causes of 
admission to hospital up to the end of the war. 


Collective Biology 


It was important to know what proportion of people were 
infested and whether they harboured few or many lice, also 
what was the constitution of the louse population itself— 
that is, the proportion of adults to young and males to 
females. Populations were dynamic, not static, and they were 
always increasing or decreasing, irregularly or according to 
the season or other factors. The louse belonged to an order 
of insects (the Anoplura) in which metamorphosis was slight, 
the larva being a small edition of its parents. Moreover, 
adult and larvae lived in the same place and fed only on 
the blood of human beings. Head and body lice and their 
eggs were found on or near the surface of the body and 
beneath the clothes, where the temperature and humidity were 
remarkably constant. Lice could be counted in garments or 
on the head, or they could be bred experimentally in gauze- 
bottomed containers held against the skin. Basic facts obtained 
under good experimental conditions by the latter technique 
showed that: (1) the adult female lived thirty-four days, 
laid no eggs on the first two days or the last, and on other 
days laid nine eggs—that is, a total of 279; (2) the eggs had 
a mortality of 30 per cent., this stage lasting nine days; (3) 
the larvae had a mortality of 40 per cent., this stage lasting 
nine days. Assuming that the adult progeny were male and 
female in approximately equal numbers and that every female 
was fertile, it was possible to construct tables and graphs 
Showing daily births and deaths, total number living, etc. 
Under favourable experimental conditions viable females 
might exceed 1,000 on the sixty-first day. If conditions were 
less favourable, as they might be on a person able to achieve 
a partial control of the insect, lice could still multiply 
rapidly. On the assumption that the average female lived 
Only twenty days, that she laid only six eggs a day, and that 
80 per cent. of her offspring died without reproducing them- 
Selves. the descendants of a single female even then would 
amount to 1,000 viable females on the eighty-ninth day. 

Actually, counts on the hair or on the shirt demonstrated 
that with both head and body lice small populations of from 
One to ten lice were commonest, and that counts beyond 
100 were rare. This suggested that populations frequently 
Started were exterminated, or that they were kept at a low 
level by human interference or by some other factor which 
was effective when the population was less than 100. Seasonal 
changes need consideration. In the Mediterranean head and 


‘Buxton, Patrick A. (1939). Edward 
Amold and Co. 


The Louse. London: 


body lice were rarer and less generally distributed in the hot 
dry summer than in the cold winter, and in such countries as 
Northern India and the north of Nigeria lice were rarer in 
the hot dry weather before the rains than at other times of 
the year. 


Methods of Control 


Though many methods had been recommended in the past 
for destroying lice no work had been done on this subject for 
twenty years, and many new insecticides known to be of 
value against other insects had never been tested on Pediculus. 
In discussing the subject of control it was best to consider 
head, body, and crab lice (Phthirus) together, as what killed 
one killed the others. On the other hand, the destruction of 
lice and eggs on the surface of human beings and their 
destruction on garments and blankets presented separate 
problems. If improved methods of controlling lice were 
required the most promising things to investigate were (1) the 
effect of the newer organic fumigants on lice in clothing 
and blankets ; (2) the possibility of controlling body and head 
lice with powders or liquids containing rotenone and sub- 
stances which occurred with it; (3) the possibility of 
“ proofing” garments for at least some days with the 
halogenated cresols. As the military experience in the war 
of 1914-18 proved, one could thorovzhly “ delouse ” a large 
body of men, but they became reinfested as soon as they went 
up the line again. The most important problem, on the 
military side, was to find a means of disinfesting a soldier 
without undressing him or taking him away from work, or as 
an alternative to “ proof” him and his clothes so that they 
would not become infested. 

The various ways of controlling lice included mechanical 
methods, the effects of temperature, and the effects of such 
contact insecticides as cresol and phenol, organic poisons 
like paraffin or kerosene and xylol, vegetable oils such as 
eucalyptus. With contact insecticides used on the head it was 
generally advisable to cover it with a bathing cap or towel 
for an hour and then wash the hair. Though Derris and 
other plants containing rotenone were extensively employed 
in veterinary practice against lice on domesticated animals 
they had not been tested on man. Fumigants included 
sulphur dioxide, hydrocyanic acid, carbon bisulphide, carbon 
tetrachloride, and naphthalene. 

Dr. V. B. WiGGLESWORTH discussed the psychology of the 
louse. Lice were said to leave a patient with fever. Why was 
this? Was it due to a higher skin temperature, which repelled 
these insects, or was it due to a moist sweating skin associated 
with fever? The behaviour of the louse must be studied 
systematically and in detail to answer such a question. 


Mr. KENNETH MELLANBY, Ph.D., had been studying certain 
published estimates of the degree of lice infestation in this 
country. In one northern city the medical report of the 
education department stated that only 1 per cent. of the 
children were infested, but records from a children’s hospital 
in the same city disclosed a high percentage with head lice. 
The head of a child under 1 year was not suitable for lice, 
but children of from 2 to 4 years of age were almost as heavily 
infested as older children going to school. There was a 
higher incidence in girls owing to their longer hair. There 
also appeared to be minimal and maximal degrees of infesta- 
tion at different periods of the year. Actually the figures 
were very disconcerting. In at least one industrial city in 
this country at one time of the year almost half the children 
were found to be lousy; this implied that during the course 
of the whole year very few children escaped. He had found 
that 70 per cent. alcohol, which was not particularly irritating 
to the skin, was effective against head lice in children. Three 
or four fluid ounces of the spirit were used. The hair was 
made wet and an alcohol compress was then applied under 
a rubber bathing cap for an hour or longer. Colonel W. Byam 
asked Professor Buxton whether, when working with chemicals 
for the destruction of lice, he took into account the effects 
of these agents on their excreta. In trench fever, for example, 
the excreta were infinitely more important in the spread of the 
disease than the louse itself, and the excreta remained 
dangerous for long periods after the lice had disappeared 
from garments and blankets. Mr. G. H. Sruart-BUNNING 
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emphasized that the main reason for our being troubled with 
lice in this country was ignorance of the populace on this 
question. The best way to kill the louse was to educate local 
authorities, parents, and children. 

Professor BUXTON, in reply, agreed that the communication 
from Mr. Mellanby about his northern city was very dis- 
turbing. The official figure was 1 per cent., but the actual 
figure on admission to hospital was about 30 per cent. During 
the last three months the experience on evacuees gave ground 
for thinking that some such figure must be common in many 
parts of the community. There was urgent need on the civil 
as well as on the military side to devise better methods of 
control and to bring these methods into practical use. The 
faeces of lice were important channels of transmission of the 
rickettsiae of both trench fever and epidemic typhus. But it 
was highly improbable that most methods successful with the 
insect would disinfect faeces. Cresols might do both. 


Correspondence 


Regional Hospital Organization 


Sik,—The article on regional hospital organization in your 
issue of December 9 (p. 1151) must be welcomed as calling 
attention to the necessity for clear thinking, which is now more 
than ever vital in the cause of an efficient hospital service. It 
is feared by some that better organization and some measure 
of control by the State would dry up the sources of private 
philanthropy, but there is reason to think that this would not 
be the case, for better organization would enhance the value 
of contributions to the hospitals in this country. 

Your correspondent omits any reference to the method of 
finance which obtains in many of our orthopaedic hospitals. 
It has been evolved precisely because the difficulty of finding 
the funds for the maintenance of hospitals is so much greater 
than that of obtaining the necessary capital for building. At 
the hospital with which I am connected the capital sums 
required for building have been raised on a voluntary basis, 
but the maintenance is provided by the payments for the 
services rendered to patients. This does not mean that the 
patients themselves, in any but a minority of cases, provide 
the cost of treatment. It does mean, however. that this cost 
is met by various public authorities—education and _ child 
welfare committees, public assistance committees, private 
and insurance companies, and voluntary bodies. This 
enables the hospital to concern itself with its own run- 
ning and improvements without having the anxiety of a 
steadily increasing debt. There are undoubtedly — short- 
comings and difficulties in this system, but without it 
many hundreds of orthopaedic cases would have been left 
untreated. It presents a typically English compromise and 
allows co-operation between different authorities and people 
interested, in a way which would otherwise be difficult, if not 
impossible. (It may be said that orthopaedic cases can be 
more readily dealt with under this system than can the more 
acute and emergency cases, but this is a question of degree, 
not of principle.) 

I am writing this letter because I feel that in future planning 
every proved method of dealing with hospital problems should 
have careful consideration.—I am, etc., 


Nottingham, Dec. 11. S. ALAN S. MALKIN. 


Treatment of Wounds by Closed Method 


Sir,—I would state at once that my experience in the treat- 
ment of open fractures by the closed method has been con- 
fined to civilian types of injury and almost exclusively to 
patients treated within a few hours of their accident. The 
results in a large number of patients have been such that | 
was in no way surprised to learn from Dr. Trueta that the 
method is also eminently successful for war injuries, 


Mr. E. T. C. Milligan (Journal, December 9, p. 1160) lays 
stress upon a mechanical principle that must be realized if we 
are to appreciate the detailed principles underlying this method 
of treatment and if we are to persuade those who stil] 
hesitate to use the closed plaster in the treatment of open 
fractures. The treatment rests upon the main principle of 
re-establishing and conserving the vital quality of the damaged 
tissues. After the surgical débridement we are assured by 
active bleeding that the outflow of circulating fluid is adequate, 
but to maintain life an effective circulation is essential. The 
return flow through venous and lymphatic channels is equally 
important, for if this is impaired stasis, oedema, and even 
death may result. There is no clinical test to prove at opera- 
tion that the return flow in the damaged area is adequate, 
but we know the factors upon which this return flow depends. 
One of importance is the normal tension in limiting mem- 
branes such as skin, aponeurosis, fibrous sheaths, and fascia. 
The open wound has released this physiological tension. In 
so far as it is safe to do so, that tension should be replaced; 
the safest method is the application of a closed plaster. The 
application of this plaster is as important a technical step as 
any in the surgical procedure. for it must hold the reduction 

{ the fracture and supply this necessary even pressure ; too 
tight a plaster is dangerous, too loose a one ineffective. The 
plaster itself should be of the quick-setting type. 
sets in a few minutes not only allows speed of work but 
lessens the possibility of movements during the setting stage 
with the occurrence of rucks and unevenness in the cast, 
For those fracttires below the knee associated with gross 
muscle and bone damage it is difficult, if the first plaster has 
to be changed before any sort of union is present, to hold the 
original reduction. If too much traction is applied the frag- 
ments are distracted; if not enough is applied they angulate ; 
a quick-setting plaster helps in this difficulty. 

One final point regarding this treatment. The smell of 
open wounds under plaster is unpleasant to us while the 
patient is in hospital, but if treatment is continued in the small 
homes of the working class the smell becomes intolerable to 
both the patient and his family. A few drops of chlorinated 
eucalyptus dropped on the plaster several times a day helps to. 
keep such families together.—I am, etc., 


Richmond, Surrey, Dec. 10. WILLIAM GISSANE. 


Treatment of Air Raid Casualties 


Sir,—The principles of the treatment of air raid casualties 
as expounded by Dr. Trueta are at the moment receiving— 
auite rightly—wide publicity in the medical world, and it 
seems an opportune one to ask ourselves if all the principles 
laid down by Dr. Trueta are in fact sound. In this letter | 
wish to deal with one principle alone—namely, the speedy 
removal to hospital at all costs of the injured in an air raid. 

If the injured man can be on the operating table within 
fifteen or twenty minutes so much the better, says Dr. Trueta, 
but always presupposing, in my view, that he has been ade- 
quately dealt with en route to the hospital, that he has been 
carefully lifted on to the stretcher, which, in its turn, has 
been carefully lifted into the ambulance, which is modern, 
fully equipped and manned, and driven by a trained ambu- 
lance driver, then I agree with Dr. Trueta that speed is not 
only safe but essential. Alas! how many cases are going 
to be so lucky, for I think that the importance of adequate 
stretcher-bearing, expert ambulance driving, and careful and 
gentle handling of the injured has not been sufficiently brought 
home to the public by the profession. 

What in actual fact will be the fate of most of the badly 
injured—and, if my picture is not very heartening, it is as 
near the true picture as can be—is that the injured man will 
be picked up by untrained people, heaved and pushed on to 
a stretcher, jacked up into an ambulance (which more often 
than not will be a converted grocer’s van, inadequately 
sprung, lighted, and equipped), and driven by someone who 
has little or no conception of how to drive a car with 
injured aboard. Then, if he is still alive and conscious, the 
moment at which this ambulance starts its 40 m.p.h. dash to 
hospital will be the one at which the injured man will pray 
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that he was neither. In the River Emergency Service we shall 
embark most of our injured on to our ambulance ships from 
other ships and disembark them at points convenient for 
evacuation either to the C.C.S. or to the sector hospitals, and 
during the time they are in the ship I propose to do every- 
thing possible by means of splints, dressings, etc., to alleviate 
their sufferings. 

] maintain that, haemorrhage apart, the principle of speed 
in surgery 1s fundamentally wrong even under the most favour- 
able conditions, and dealing with the injured in the streets or 
elsewhere is but a branch of surgery. 1 should like to have 
the views of some of our senior surgeons with practical experi- 
ence of war conditions on this matter. 

Finally, if some of Dr. Trueta’s other views are correct, all 
first-aid posts which are not attached to hospitals should be 
abolished. This is a view contrary to that adopted by the 
authorities in London, and it is of the utmost importance 
from the medical, as well as from the financial, angle that this 
matter should receive all the publicity possible. 

If criticism from a general practitioner who has not had 
recent experience of treating injuries comparable to those 
received in air raids seems presumptuous, nevertheless it is 
justified if it calls forth an answer from those who are best 
qualified to give an opinion on the important points which 
he has raised.—I am, etc., 


London, S.W.3, Dec. 13. R. PROSPER LISTON. 


Treatment of Gas Gangrene 


Sir,—During 1915-16 I had the good fortune to be acting 
as surgical dresser to the late Sir Herbert Waterhouse in 
Russia, where gas gangrene was a frequent complication of 
gunshot wounds. Many of the wounded had spent several 
days en route to the C.C.S. or the base hospital, and fully 
developed gas gangrene of the limbs required immediate ampu- 
tation by the guillotine method. In some cases the infection 
had invaded the abdominal wall, the thorax, or the neck, 
making amputation impossible. Sir Herbert Waterhouse 
treated such cases with generous incisions, followed by the 
rubbing of powdered crystals of potassium permanganate 
into the wounds. This led to violent reaction with the 
emission of heat and steam, and the treated surfaces became 
covered with a charred coagulum. This separated after a 
few days, leaving a granulating surface which ultimately 
healed. 

During the recent* correspondence upon the treatment of 
gas gangrene this method of treatment has not been men- 
tioned, so that I venture to bring it forward as a method that 
can be adopted in apparently inoperable cases.—I am, etc., 


Sherborne, Dec. 8. J. WHITTINGDALE. 


Bipp 


Sir—This Rutherford Morison method of the treatment of 
war wounds was so successful in the last war that I trust it 
will not be forgotten in the present. To Dr. Austin Priestman’s 
letter (December 9, p. 1164) I would add the important closure 
of the wound afterwards by large stitches, which wound need 
not be dressed for ten days. The slight exudate of bipp 
Would look like pus, but the temperature shows this is not so. 

The cleansing of the wound by 1 in 20 carbolic, the washing 
with methylated spirit, the application of the bipp, and the 
closure of the wound with stitches seem to be similar to Dr. 
Trueta’s closed plaster method described in the Journal of 
December 2 (p. 1073), except that there need be no removal 
of damaged tissues, only cleansing and fixing in position. 

I did a hundred consecutive cases after the Somme offensive 
of 1917 in the Wharncliffe War Hospital and obtained ideal 
Tesults, as all were healed in from ten to fourteen days with 
NO pain and no painful dressings, which is very important, as 
the shock is too severe to be disregarded. 

As one who suffered from painful face wounds requiring 
Many dressings, and from my experience later as a surgical 
Specialist. | urge that this method be not forgotten.—I am. etc., 


Chesterfield, Dec. 11. K. B. MacGLAsHAN 


Endotracheal Anaesthesia 


Sir,—Having read the summary upon the advantages and 
disadvantages of endotracheal anaesthesia by Drs. Rosalind 
M. P. Milne and J. Ross Mackenzie in your issue of December 
9 (p. 1136), I am le{t with the impression that in spite of the 
overwhelming preponderance of advantages over disadvantages 
given by them they are rather averse to endotracheal anaes- 
thesia except in special circumstances, and are definitely hostile 
to nasal, particularly blind, intubation under any circumstance. 

To my mind and in my experience the most important 
factor in the achievement of good anaesthesia is the estab- 
lishment and maintenance of a perfectly free airway. This 
factor can only be obtained with certainty in every case by 
the introduction of an intratracheal tube. Surely the routine 
application of a method which establishes a perfect airway 
in every case needs no defence upon scientific grounds. 

The routine application of laryngeal intubation in anaes- 
thesia is, of course, only justified if the intubation can be 
performed without trauma and without dangerous or un- 
pleasant sequelae. That this can be done is shown by the 
report of Drs. Milne and Ross Mackenzie upon their 1,253 
cases, none of which exhibited any unfavourable sequelae. 
The complete lack of unfavourable sequelae in this series is 
remarkable: in view of the methods employed, and can only 
indicate a high degree of skill and care in the performance 
of the intubations. I am convinced that the surest way to 
avoid trauma is to reduce instrumentation to a minimum, or, 
better, to eliminate it altogether by adopting the “blind ” 
technique of nasal intubation introduced by Magill. Once the 
knack is acquired, provided that the nasal passages and, 
if one prefers it, the larynx have been desensitized and 
devascularized by means of spraying with either cocaine 10 to 
20 per cent. or percaine 2 per cent. with adrenaline and the 
nasal tube efficiently lubricated, “blind” intubation can be 
performed in almost every case with an absolute minimum 
of trauma. I do not agree that complications are more 
frequent after nasal intubation; they are entirely dependent 
upon faulty technique, and their incidence is exactly propor- 
tional to the degree of skill exhibited by the anaesthetist, 
whether the route be oral or nasal. 

The choice of tube is a very important factor in the 
technique of endotracheal anaesthesia, and calls for a nice 
degree of judgment which is only acquired by practice. The 
tube should be sufficiently small to pass through the nose 
without the use of force, and should be sufficiently big to 
fit the larynx snugly. The snugly fitting tube passed through 
the nose is held steadily in place and does not move, thus 
eliminating the trauma to the delicate membranes with which 
it is in contact and which is occasioned by the movement 
and rubbing of a smaller tube; moreover, it discourages the 
constant regurgitant stream of irritating vapour which occurs 
around a smaller tube, also the inspiration of mucus between 
the tube and the wall of the larynx. With a well-fitting tube 
the only times at which trauma may occur are during intro- 
duction and removal; it is important, therefore, that a 
sufficient depth of anaesthesia to abolish the laryngeal 
reflex be instituted before either of these acts is performed. 

If oral intubation by direct vision is to be performed the 
Magill tube, which was designed primarily for nasal intuba- 
tion, is not the tube of choice, since its curve renders intro- 
duction more difficult than that of a straight tube. 

Drs. Milne and Mackenzie rightly stress the great advan- 
tage conferred by the intratracheal tube in eliminating the 
dead space of mouth and pharynx. This is of particular 
importance in the maintenance of nitrous oxide and oxygen 
anaesthesia, where an accurate control of the gaseous mixture 
is so essential. It should, however, be stressed that the dead 
space is not eliminated by the loosely fitting tube advocated 
by Drs. Milne and Ross Mackenzie unless the pharynx is 
tightly packed: with lubricated gauze around the tube— 
a procedure which is not devoid of the risk of trauma and 
which is rendered unnecessary by the adoption of a larger 
tube. 

I have assumed that in their summary Drs. Milne and Ross 
Mackenzie have referred in the main to anaesthesia by 
inhalation rather than by insufflation. The latter method, 
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which except in special circumstanes is now little practised 
by anaesthetists, requires an intratracheal tube of lesser 
circumference than the rima glottidis, or a second tube, to 
facilitate the escape of gases delivered to the lungs under 
pressure. 

In conclusion may I say that, while recognizing certain 
definite contraindications to the passage of an intratracheal 
tube, | cannot remember one instance in the routine use of 
intratracheal anaesthesia when the advantages of perfect 
control of the anaesthesia, the feeling of safety against all 
emergencies, the smoothness of the anaesthesia, and the 
minimum amount of what we must never cease to regard as 
noxious agents required to produce the optimum level of 
anwesthesia were not of equal benefit to the patient, the 
surgeon, and myself; whereas I can remember any number 
of instances when I have had cause to regret that 1 had not 
passed an intratracheal tube. 

1 am in complete agreement with Professor Macintosh 
when he advises all who would practise anaesthesia to 
familiarize themselves with the technique of intubation before 
interesting themselves with the newer anaesthetic agents. ] am 
convinced that the problem of providing mass anaesthesia in 
war hospitals at home or abroad, should the need arise, will 
find its solution largely in the routine use of intratracheal 
tubes rather than in the use of this or that agent.—I am, etc., 


S. F. DurRRANs. 


Bournemouth, Dec. 9. 


Sik,—In their interesting paper on endotracheal anaesthesia 
published in the Journal of December 9 (p. 1136) Drs. 
Rosalind M. P. Milne and J. Ross Mackenzie are. | think, 
inclined to lay too much stress on the difficulties attending a 
method which, from all points of view, is so very often 
essential to the safety of the patient. Writing as a laryngo- 
logist who has of necessity had to intubate his own patients 
before operation and with an experience going back twenty 
years. when the now obsolete Kuhn's flexible metal tube was 
employed, | am confident that blind intubation if properly per- 
formed is a quicker and iherefore a better method than that 
carried out by direct vision by means of an endoscope. Blind 
intubation presupposes a certain easily acquired tactile educa- 
tion. 

It is advisable to apply (under guidance of the left index 
finger) some 10 per cent. cocaine solution by means of a small 
piece of gauze held in a McKenzie-type laryngeal forceps as 
soon as the patient is “under” and a few minutes before 
inserting the rubber tube. This latter can with advantage be 
suitably curved and braced by inserting through its whole 
length a piece of flexible copper wire covered (especially at 
its ends) by bicycle valve tubing bound to the wire in places 
by thread. To facilitate its rapid withdrawal and introduc- 
tion the end of the rubber-covered wire as well as the end of 
the tracheal tube are dipped in liquid paraffin just before use. 
I have modified Magill’s introduction forceps so that the distal 
end takes a downward dip for about one and a half inches 
above its actual grasping terminal, which latter is, of course, 
in the plane of the vocal cords and when closed embraces 
the tracheal tube with its enclosed wire. The proximal part 
of the forceps—-that is, that part which is outside the patient's 
mouth—is deflected laterally and downwards, so that the hand 
of the introducer is removed from his own line of vision. 
After localizing the arytenoid eminences and the epiglottis 
with the left index finger, the lower end of the stiffened tube 
grasped by the forceps is brought between the epiglottis and 
the finger and. during an inspiration, can be very easily intro- 
duced into the trachea. Slight cervical flexion with extension 
at the atlanto-occipital joint will facilitate introduction. Though 
employing this methed for many vears I have only once known 
a vecal granuloma to occur. and in that case a Kuhn's metal 
tube had been used. 

In nasal. introduction with an unstiffened tube | find that 
the tube very often finds its way straight through the cocainized 
larynx if advanced during inspiration. If this fails it can 
readily be passed by the use of the left index finger. and 
forceps as above described. Not only gas and oxygen but, 
by the use of a connecting tube and funnel, chloroform 
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mixture or (by using a larger-size funnel) pure either can be 
readily administered in this way. 

By employing the method of introduction described one only 
requires “simple apparatus and portable agents,” and con- 
sidering the facility with which it can be carried out as well 
as its comparative safety and frequent desirability, if not 
necessity, | think the “claims of the undergraduate” will be 
better served when, as I feel sure will be the case in the near 
future, a practical knowledge of anaesthetic administration will 
include a practical knowledge of endotracheal anaesthesia. 

1 feel sure that Drs. Milne and Mackenzie did not mean to 
be taken literally when they advised the use of a gauze pack 
“saturated ~ with liquid paraffin for the purpose of occluding 
the supralaryngeal region. I have found gauze squeezed out 
of normal saline to be effective for this purpose—but a word 
of caution. It is easy for such a plug to be overlooked at 
the end of operation. and in one of my patients such an 
oversight necessitated a “ crash” tracheotomy after the patient 
was back in bed. Incidentally, it is always advisable when 
giving endotracheal anaesthesia to have at hand a catheter 
with its distal end cut straight across so that adventitious secre- 
tion blocking the tube can be quickly aspirated.—I am, etc., 


Cork, Dec. 15. J. BowrING HorGan 


Psychological Casualties in War 


Sik,—Dr. T. A. Ross urges the sifting out from recruitment 
of psychopaths. It is amazing that such a need should still 
exist. Dr. W. Mavyer-Gross (and others who, like myself, 
are listed to deal with mental casualties) wants an_ efficient 
method of ensuring early contact between therapist and 
patient. Dr. A. C. D. Telfer wants psychological treatment 
centres ; and so on. 

I have been in communication with the Central and Local 
Emergency Committees, the Ministry of Health, the War 
Office, and the Group Officer of the Hospital Emergency 
Service. The general response is, “ Be a good chap and wait 
uniil something happens: try So-and-so—they may know 
something.” So 1 am still in the dark as to where. how, and 
with whom I am expected to work when casuaities arrive. 

There are psychological advisers to the Services and 
Ministry who presumably know what is being aimed at in 
Service and civilian spheres. Would it not help those of us 
who stand and wait if we were informed by. those advisers 
(by letter or at a meeting) as to their plans, metropolitan and 
provincial? It is fifteen months since I was asked by telegram 
to be available for public service as a psychiatrist and I am 
still waiting for instructions.—I am, etc., 


Norwich, Dec. 11. R. Louis Rose. 


Sik,—You were good enough to publish recently (October 14, 
p. 764) an article in which | reported the type of psychiatric 
material seen at a London hospital in the first weeks of 
war. It may be of interest to consider the subsequent history 
of this clinic in view of the many letters appearing in your 
Journal with regard to the expectation of neurosis and 
psychosis in the civil population should air hostilities be 
intensified. 

The first period—that on which I reported—in the early 
part of September put the hospital in the position of serving 
an unusual number and type of patients, as the railway 
terminus near by was crowded with a specially selected group 
of population—fugitives from the threat of bombardment. 
Subsequently the hospital has served its peace-time population 
somewhat depleted by evacuation—an evacuation which may 
have selected and removed many potential neurotics, thus 
possibly falsifying any attempt to compare war and peace 
figures for this clinic. For this and other reasons assumptions 
based on the figures of such a clinic can be no more than 
suggestive. They may. however. be of interest. In the first 
few days the hospital was attempting to carry on its usual out 
patient and casualty services while reorganizing at the same 
time on a new basis: and | find I cannot trace all the noies 
for that pei i. However, the loss of notes is non-selective 
and need not falsify proportions. 
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Dec. 23, 1939 
September October November 
Cases precipitated by stresses attri- 
butable to the war situation 11 (55%) 3 (25%) 3 (14%) 
Cases precipitated without relation 
to war stress 9 9 18 
Total 20 12 21 


The falling off of war stress as a precipitating factor as the 
war passed from an “acute” to a “chronic” phase seems to 
be suggested by these small and, no doubt, inadequate figures. 
The cases included are all cases not previously seen at this 
clinic, and are “ new” in the sense that the breakdown, though 
in some cases merely a relapse, was of recent origin. Psychotic 
and neurotic cases are included. 

] should find it hard to believe that any large increase in 
the number of accidents in industry would not lead to a pro- 
portional increase in post-traumatic neuroses. The stress of 
accident falling on more people would consequently fall on 
more potential neurotics, who might thereby be caused to 
tieak down. Should a larger stress than normal fall upon 
the population as a whole one would surely expect a larger 
number of neurotic and psychotic breakdowns to occur. The 
threshold has, as it were, been lowered. That the figures for 
the last war can tell us anything of value about the possible 
effects of this war upon civil populations is doubtful. They 
tell us littke enough that is reliable about these effects upon 
the Forces. Probably we are looking not at a single process 
but at two, which taken together tend to obscure or cancel 
out each other. There is in the clinic of which I write a very 
distinct falling off of old cases. Whether these have recovered 
owing to war employment or have merely departed to the 
country or stayed at home I cannot at the moment say. But 
their disappearance has kept the clinic numbers down to 
approximately their pre-war level. Such a process on a larger 
scale might obscure an increase in the number which would 
otherwise be apparent. 

The only conclusion which seems obvious from the dis- 
cussion of psychiatric conditions cf the last war is that the 
data are so conflicting and unreliable that they are of little 
value save to suggest that they should be more carefully col- 
lected in this war.—I am, etc., 


St. Mary's Hospital, London, 
W.2, Dec. 4. 


GEORGE PEGGE. 


Sir,—This correspondence has come to embody the principal 
sins of which controversialists can be guilty, including the 
old unconscious device of attributing views to me which 
I have not advanced. 

If Dr. A. T. M. Wilson (December 9, p. 1161) had read the 
entire correspondence with his usual care he would not have 
had real doubt that it was concerned with civilian psychiatric 
casualties, and that I had made the suggestion (and not enter- 
tained the “ belief which Dr. G. R. Hargreaves (p. 1161) 
seeks to father upon me) that these might not after all be 
particularly numerous on the grounds that (a) there was no 
evidence of such an occurrence among civilians during the last 
war (the assertions of regius professors, if not supported 
by fact, are not evidence, pace Dr. A. C. D. Telfer, Decem- 
ber 2, p. 1111); (b) that even in the Spanish War, according 
to Dr. Mira, psychoneurotic and similar forms of breakdown 
did not increase; and (c) that there may be reasons even 
(cf. Dr. Weatherly’s observations, p. 1019) for thinking that 
they might diminish. 

1 am grateful to Dr. Wilson and to Dr. Hargreaves for 
drawing attention to the number of people receiving pensions 
for neurotic disabilities after the last war, because the deduc- 
tions that may be made, while not necessarily those which 
Dr. Hargreaves would evidently draw, are of considerable 
Importance for those faced with casualties among civilians. 
Dr. Hargreaves’s talk of the “appalling” number of such 
Psychoneurotic casualties shown in the pension statistics 
Suggests an attitude of just the kind I had in mind when I 
Spoke of creating hypochondriasis in the population. Was it 
SO appalling? It amounted to only 2 per cent. of the troops 
that survived the war. According to the views advocated 


by a number of people in peace time this is less than the 
ordinary incidence of psychoneuroses and allied conditions 
among the general population. Was it unavoidable that there 
was even this number? Is it not conceivable that the hastily 
devised measures for treatment and the methcds of assess- 
ment of pensionable disability may not have added to rather 
than limited the number of such chronic casualties? As 
Professor Mapother once said, there were not a few who 
“ bought a dream book,” and with its aid perpetuated illnesses 
which otherwise might have ceased from neglect or from a 
different line of treatment. The possible effect of the mere 
existence of a pension scheme has to be very carefully con- 
sidered in the case of civilian casualties, especially in a com- 
munity where in peace time—as Dr. T. A. Ross has emphasized 
in a similar context—-it had become possible to obtain legal 
redress for even witnessing an accident. 

Obviously it is unwise to minimize the importance of fore- 
seeing this problem in all its aspects, but nothing is gained 
by exaggerating the position by misreading the meaning of 
previous experience and, on the basis of this, setting up 
“ psychological centres” staffed by enthusiastic but inex- 
perienced people. Let the existing clinics reorganize them- 
selves as efficiently as possible under war conditions ; let them 
be closely attached to the hospitals where casualties in 
general are to be treated; and let medical staffs in general 
be taught that neuroses arising in such conditions, if properly 
handled, are likely to be short-lived and that the treatment 
should be simple. Let us also remember that in the con- 


‘ditions which may occur during air raids it may be that 


doctors are not more qualified than many others to deal with 
the states of minds that will arise, since the example of courage 
will usually be the main thing, in the early stages at least. 
Hurry the frightened person to a doctor at the very start, and 
he will be apt to conclude that he is unnaturally ill rather than 
quite naturally frightened.—I am, etc., 


Matlock, Dec. 12. R. D. GILLESPIE. 


*,*" This correspondence is now closed.—Ep., B.M.J. 


Anaesthesia in War Time 


Sir,—I hope you will be able to afford me space on this 
subject. My experience is vast in anaesthesia and in surgery, 
having for twenty-five years been the general (using the term 
“general” to cover all the surgical specialties) surgeon in 
charge of a hospital of 500 beds, and myself the only surgeon 
for all major surgery, operating usually from 9 a.m. till 5 p.m. 
seven days of the week, and personally supervising every 
anaesthesia. My anaesthetist was a dispenser trained by me 
from 18 years of age. He used from 100 to 150 Ib. of 
chloroform in the year with a Junker inhaler. There was no 
more competent man living at his job. In that time we had 
three deaths—one an adenomatous goitre and two persistent 
thymus gland cases, which latter I learned are very character- 
istic. My anaesthetist watched the breathing, having the 
stomach region exposed for that purpose, and the corneal 
reflex. The slightest irregularity in breathing he would call 
my attention to. If these two facts are looked after—to 
keep the corneal reflex just under control and to see that the 
breathing is regular—I feel that for war or most other general 
surgery chloroform is one of the very safest anaesthetics, 
granted that it is pure and free from ethyl chloride. 

For those in search of anaesthetic adjuvants—basal anaes- 
thetics, new drugs—I commend the old ones which we know 
and which we know how to handle—morphine and alcohol 
—and they will find them far less dangerous than any other 
and just as efficient; there will be fewer coroners’ inquests 
than after barbiturates—I am, etc., 

Clogher, Co. Tyrone, Dec. 5. HENRY SMITH. 

Sir,—The section on chloroform in our article on “* Anaes- 
thesia in War Time” (Journal, December 2) was in no way 
meant to suggest that avertin and chloroform should be com- 
bined, but that on theoretical grounds the danger of ventricular 
fibrillation could be avoided by the use of basal anaesthetics 
generally. We consider that when possible chloroform, alone 
or in any combination, should be avoided. We have used it, 
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however, following avertin in bronchoscopy and have seen 
this sequence used in amputation of the breast where diathermy 
was employed. In our article we stressed the dangers of 
delayed chloroform poisoning. Nevertheless, we do not con- 
sider there is a greater danger of acute yellow atrophy of the 
liver from the combination of avertin and the small supple- 
mentary dose of chloroform which then suffices to depress 
the patient to the required depth of anaesthesia than there 
is if chloroform alone is used, since here a very much larger 
dose of this drug is necessary to achieve a similar depth of 
anaesthesia.—-We are, etc., 


Department of Anaesthetics, 
Radcliffe Infirmary, Oxford, Dec. 16. 


R. R. MACINTOSH. 
Frepa B. Pratt. 


Sir,—Dr. J. B. H. Holroyd’s letter in your issue of 
December 9 shows a complete misapprehension of the value 
of the conjunctival and corneal reflexes in measuring the depth 
of anaesthesia. The light touch, the tactus eruditus, employed 
by an anaesthetist cannot, and in point of fact does not, cause 
any damage whatever, while it gives valuable information about 
the need for more, or less, anaesthetic. There is no call 
whatsoever for the barbaric method of “ sticking fingers into 
patients’ eyes “"—-no more than we would employ a sledge- 
hammer to elicit knee reflex. There is no known case of 
eyes having been injured by “* corneal attacks by anaesthetists.” 
When a patient is “ under ~ and has become unconscious he is 
blind, and there is therefore no corneal reflex obtainable: this 
can be found by lifting the upper eyelid and observing the 
presence or absence of reaction to light without jn any way 
touching or damaging the eye. Surely every anaesthetist 
knows this.—I am, etc., 


Edinburgh, Dec. 10. G. D. G. 
* * 


» This correspondence is now closed.—Epb., B.M.J. 


X-ray Examination of Militiamen 


Sik,—lIf 1 am not yet too late to make a contribution to this 
discussion I should like to bring forward one aspect of it which 
has not yet been considered. 

All over the country are men anxious to serve, among whom 
are a certain number of sufferers from pulmonary tuberculosis. 
With misguided patriotism these men are apt not to disclose 
their true history to the medical examiners, with the result that, 
lacking universal screening, many are missed clinically and 
passed into the Services, where most will at least become 
pensioners and at worst not only accelerate their own deaths 
but probably cause those of others as well. 


In my own area, with just over a thousand on the register, I 
have learnt in various ways of six who have been accepted for 
service, and IT have no d ubt that there are others who have not 
yet come to my knowledge. Two were called up as_ reservists. 
The first is an early and sputum-negative case, whose most recent 
film taken in January of this year shows soft infiltration in the left 
apical and subapical regions, with a fresh patch in the fourth 
intercostal space when compared with his previous film taken in 
May, 1938. The second is a slight quiescent case from a house- 
hold where there has been one death from the disease and another 
Positive-sputum case still alive. His most recent film, taken on 
May 10, 1937, shows hard mottling at the left apex and in the 
right lower lobe, with thickened pleura at the right base. This 
man is now in France. One joined a Territorial anti-aircraft 
battery shortly before the outbreak of war. His latest x-ray photo- 
graph, taken in February of this year, shows multiple calcified foci 
in the right.upper zone with a third-stage cavity one inch in diameter 
just below the right clavicle. His sputum was positive until 1937, 
but was negative when last examined in February last. Three were 
volunicers. The tirst had tuberculous peritonitis starting in 1934, 
and in early 1938 developed a lung lesion in the left mid-zone. 
A period of sanatorium treatment caused this to resolve, and his 
lungs were clear on his latest film, taken in August this year. There 
is still some doubt, however, about the abdominal condition being 
completely arrested. The second had an extensive dry pleurisy on 
the left in August, 1938, and films taken then and later show fibrosis 
and calcification involving most of the right upper zone, and, while 
this is apparently stationary, the added strain of service conditions 
may easily bring about a breakdown. The third was a recent dis- 
charge from sanatorium, in good general condition but with upper- 
zone infiltration of both lungs, bilateral cavitation, and a positive 
sputum. He passed the medical examination and was only pre- 


vented from joining the R.A.F. by his father approaching the 
medical officer of health the day before he was due to leave fop 
his unit. 

Although the authorities are apparently not prepared to face: 
the expense of x-ray examination for all, surely arrangements - 
could have been made for them to have complete lists of all 
men known by the tuberculosis authorities to be suffering from 
pulmonary disease of such a nature and extent that service 
with the forces was contraindicated. This would have ensured 
that at least the group of which I have written would not 
have slipped through their medical net, to become in many cases 
a further burden on our national expenditure.—I am, etc., 

A. ScorTt, 


Wolverhampton, Dec 8. Clinical Tuberculosis Officer, 


Eye Injuries from Gas 


Sir,—In his interesting article on ophthalmic injuries from 
mustard gas (Journal, December 16, p. 1181) Mr. John Foster 
gives me credit for an experimental work which showed that 
the effect of gas on the cornea is instantaneous. This impor- 
tant work was done by Brevet Colonel L. T. Poole, who kindly ; 
permitted me to use his findings for my paper at the Aberdeen! 
Meeting, and it is to him and not to me that the credit must 
be given.—lI am, etc., 

London, W.1, Dec. 16. ARNOLD Sorssy. 


Carcinoma of the Stomach 


Sir, —The many good results which surgeons nowadays obtain 
from operating on early cases of carcinoma of the stomach 
make its immediate diagnosis of great importance. The diff- 
culties have been stated by Sir James Walton carefully from 
his long experience (Journal, December 9, p. 1127). and, if 
I may say so, from the aspect of a physician very fairly. 

It will be agreed that carcinoma of the stomach can be 
broadly divided into two groups: Class A, with a short history 
of dyspepsia not exceeding a few months and with achlor- 
hydria : and Class B. with long history of dyspepsia, usually 
extending over ten or more years, and with normal gastric 
acidity. With regard to Class A, there is little dispute that 
the condition is carcinoma from the onset of the symptoms. 
Why, then, is it mistaken for gastric ulcer? I find that in 
many cases these patients give, initially, a history which may 
be said to be characteristic of gastric ulcer. As Walton says, 
one should be more than suspicious of gastric ulcer com- 
mencing after the age of 40. On careful questioning and 
going round and round the history. one finds that it gradually 
ceases to be so similar to that of gastric ulcer, with the symp- 
toms of which the patient is often familiar. To treat these 
cases as gastric ulcer is an error in diagnosis, not a question 
of treating gastric ulcer medically too long. But the diagnosis 
is not always so simple as it might seem later in the course. 

I am in agreement with Walton as to the rarity of gastric 
ulcer commencing after the age of 40. but I cannot go so far 
as to say that dyspepsia after 40, with a clear past history, is 
due to carcinoma of the stomach unless the contrary can be 
definitely proved. The cases of carcinoma which fall into 
Class B are more difficult to interpret. In this group there 
is a long history of dyspepsia over many years with a short 
final period of a different type of symptom. due to the develop- 
ment of carcinoma. How can the long period of the initial 
symptoms be interpreted? We may accept it that some lesion 
of the stomach becomes carcinomatous, but is it justifiable to 
assume that the lesion is a gastric ulcer? Walton refers to 
these cases as having a history suggestive of a past ulcer; 
quite rightly he does not say characteristic of an ulcer. 1 do 
not deny that an undoubted gastric ulcer may develop into 
carcinoma, but in my experience, and I gather also in Walton’s, 
these cases are very rare. Of his 112 patients who gave a 
previous history suggestive of gastric ulcer, only ten fulfilled 
his requirements of carcinoma developing from a gastric ulcer. 
] have long been puzzled by the indefiniteness of the s) mptoms 
in these cases and by the rarity with which characteristic 
features of gastric ulcer develop in spite of the long period 
of their histories. In some cases the diagnosis of previous 
gastric ulcer is only made when the carcinoma is finalls found. 
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Walton gives four requirements for accepting that the carci- 
foma has started in a gastric ulcer—namely, the history sug- 


[gestive of past ulcer ; the presence of free hydrochloric acid ; 


jlesion at Operation simulating a chronic ulcer ; and a micro- 
gopical report indicating that this was the nature and origin 
of the growth. How should one interpret the aetiology of the 
gases which fulfil only the first two requirements? I would 
uggest that there is a lesion of the stomach other than ulcer 
which after many years’ duration may terminate in carcinoma 
yith a normal acidity. So far few of these cases have been 
yatched with the modern knowledge of chronic gastritis, in- 
complete as it is, and with the advantages of gastroscopy, in 
the earlier stages of their history. 

Js this lesion a form of chronic gastritis? We are here con- 
jdering gastritis which produces symptoms and is associated 
vith a normal acidity, and not the atrophic gastritis which may 
kad to carcinoma of the type referred to above as Class A. 
lf the lesion is chronic gastritis we should not have at our 
disposal medically a method of treatment substantially different 
fom those at present in use, and surgery would have none. 
It definitely affects the argument, partly based on these cases, 
that physicians are to blame for treating gastric ulcer too 
jong, and that if only adequate surgical treatment had been 
yvrformed earlier the carcinoma would have been prevented. 
These patients, when they die from any cause in this stage, 
would at necropsy be found to have neither ulcer nor carci- 
noma, and hence would not be included in investigations on 
the relation of gastric ulcer to carcinoma. The aetiology of 
his group is an important question to settle, and it may need 
everal years of observation. In the meantime I would suggest 
that in only a minority of these cases, with a long history of 
dyspepsia and a normal gastric acidity, is carcinoma secondary 
0 gastric ulcer, and that some other lesion is at fault. It may 
sill remain true in these cases that the development of carci- 
noma should have been recognized when it was operable, but 
the error is one of diagnosis at that point and is not connected 
with the previous treatment.—I am, etc., 


London, W.1, Dec. 12. H. LeTHEBY Tipy. 


Sir—The survey of this subject which Sir James Walton 
has written in the Journal of December 9 is most comprehen- 
ive and timely, for not only does it cover the many aspects 
of this disease, but also it should serve to impress those who 
reat gastric conditions in the earlier stages with the necessity 
for obtaining an accurate diagnosis of the existing gastric 
pathology. It is only in this way that the question of the 
existence of carcinoma of the stomach may be decided at the 
most opportune time for successful treatment. Sir James’s 
wide experience in the treatment of gastric conditions in 


and the points which he stresses should be noted by all. 
It is, therefore, in no spirit of criticism that this letter is 
written, its object being to raise certain points which the gas- 
\roscopic examination of the gastric mucosa has demonstrated, 
and which have a most important bearing on the subject. 
Mention is made by Sir James as to the value of gastroscopy 
in the early diagnosis of gastric carcinoma; but his remarks 
Suggest that its application is limited, and that there is a 
danger of valuable time being lost by frequent gastroscopies 
being carried out before a positive diagnosis could be made 
with certainty. I am sure that all experienced gastroscopists 
Would join issue with this contention. The routine use of the 
gastroscope in the investigation of gastric pathology has 
shown again and again that an early carcinoma was present 
When the history of the case was inconclusive and when care- 
ful radiological examination had failed to reveal its presence. 
Furthermore, it is most unusual for an experienced gastro- 
Scopist to require frequent examinations in order to establish 
4diagnosis of carcine:aa. As is similar in conditions of other 
Organs of the body. certain cases are frankly carcinomatous ; 
other cases are not. while the intermediate or indeterminate 
group will vary ir: number according to the experience and 
ability of the investigator concerned. 

It is a practical fact that the presence of a large paipable 
tumour in the stomach makes gastroscopy unnecessary and 
inadvisable, not only on account of the difficulty of making a 


general vests his statements with the hall-mark of authority, © 


thorough examination of the stomach, but also on account of 
the very real danger of damaging the friable stomach wall 
present in cases of this nature. It is, therefore, in early cases 
of suspected gastric carcinoma that gastroscopy is so helpful. 
With the flexible gastroscope it is a safe procedure and asso- 
ciated with very little discomfort to the patient. The examina- 
tion can be carried out quickly and inexpensively, and in the 
vast majority of cases the findings are conclusive, as Sir James 
Walton himself has experienced at the London Hospital. 

But it is not only with regard to early and accurate diagnosis 
that gastroscopy is assisting the gastric surgeon. By the 
correlation of the appearances of the gastric mucosa and 
abnormal gastric functions, both motor and secretory, and 
careful inquiry into the patient’s previous history, especially 
with reference to the existence of any severe or prolonged 
infective state, a much greater knowledge of gastric pathology 
and of the aetiology of gastric conditions is being developed 
as more and more evidence is obtained by gastroscopic 
examination—a knowledge based on the sounder foundation 
of fact rather than empirical hypothesis. The term “ gastritis,” 
which for so many years has been applied to a variety of 
stomach conditions without any great common feature, for 
want of a better classification, has now taken on a very real 
and definite meaning; and the part played by long-standing 
atrophic changes of the gastric secretory mechanism in the 
production of a gastric carcinoma and certain blood diseases 
can now be assessed with greater and greater accuracy. 

I have seen many carcinomas of the stomach, particularly 
primary malignant ulcers, in the pyloric and pre-pyloric regions 
of the stomach without any visible evidence of alteration in 
the gastric mucosa of the pyloric antrum, body, or fornix. 
Although microscopical changes in the form of round-cell in- 
filtration might conceivably have been present in the sub- 
mucosa of these particular stomachs, the fact remains that by 
all gastroscopic standards there was no fragment of evidence 
to justify the opinion that atrophic or hypertrophic gastritis 
was present or that the gastric mucosa was other than normal. 
Furthermore, it should be noted that in these cases there was 
no diminution in the gastric acidity. 

It is a fact, which is not appreciated sufficiently, that the 
gasric mucosa is a highly specialized and functioning secre- 
tory organ under the control of a most carefully balanced 
nervous mechanism ; and just as the highly specialized paren- 
chyma of the kidney is liable to damage during acute general- 
ized infective states, so also is the gastric mucosa. It is no 
mere coincidence that in the investigation of cases of achlor- 
hydria associated with greater or less degrees of atrophic 
gastritis, particularly in younger subjects, it is always possible 
to obtain a history of some very acute infective disease during 
their lifetime ; the onset of gastric symptoms has dated from 
the period following convalescence. I have the record of 
twenty-seven cases which will form the basis of a paper to 
be published shortly. Not every case of scarlet fever gives 
rise to nephritis, nor is the stomach always involved during 
the course of an acute infection. The main point is, how- 
ever, that the atrophic changes in the gastric mucosa are 
secondary rather than primary; and while it is agreed that 
carcinoma may develop somewhere on an atrophic gastric 
mucosa, it may and frequently does develop somewhere on 
a normal one. In the terminal phases, when the growth is 
well established or when the early establishment of pyloric 
obstruction has brought the patient to operation, atrophic 
changes in the gastric mucosa will invariably be present, but 
here again the atrophic changes are secondary. Thus a carci- 
noma of the stomach may develop in a gastric mucosa which 
shows no naked-eye appearances of atrophic gastritis or other 
type of inflammation of the gastric mucosa. As the condition 
advances atrophic changes will develop and arise from the 
effect on the gastric mucosa of the general wasting and toxic 
absorption associated with malignant disease in general. 
Carcinoma of the stomach may also arise in a gastric mucosa 
which has already undergone atrophic changes as a result 
of previous damage from whatever cause during the course of 
the patient's lifetime. It cannot be assessed at the present time 
whether the former type is less malignant than the latter or 
whether there is any difference in the character of the growth 
or location in the stomach. 
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I cannot agree that the recognition of atrophic gastritis 
is an indication for advising a partial gastrectomy on the 
grounds that a carcinoma of the stomach might develop at 
some future date. It is advisable, however, that known cases 
of atrophic gastritis should be examined gastroscopically 
from time to time if the development of a carcinoma is to be 
recognized as early as possible. Nor does this apply to cases 
of atrophic gastritis alone, no matter what figures are quoted, 
and in reality figures mean very litthke when compared with 
the true end-results of treatment. The successful issue of any 
case of gastric carcinoma will depend on the period of its 
existence when it is first recognized or treated. If all cases 
of persistent gastric dysfunction were submitted to an efficient 
gastroscopic and radiological investigation the ravages of this 
horrible condition could be controlled to a much greater 
degree than exists at the present time. 

For those who are engaged in the study of gastric disease 
the questions of aetiology, pathology, and symptomatology 
will always have a profound interest; but to those whose duty 
it is to visit the sick in their homes or to attend them in 
consulting rooms there should be but one object when dealing 
with a gastric case with persistent symptoms: “Is this case one 
of carcinoma?” In the past radiological evidence has not 
been sufficient ; now gastroscopy can offer so much. Should 
it, therefore, be reserved only for the difficult case, or should it 
become the routine method of investigation?—I am, etc., 


Bournemouth, Dec. 13. LLoyD OLVER. 


Cause of Peptic Ulceration 


Six,—In appreciation of Dr. James Ronald's interesting 
article on the value of therapeutic measures in duodenal ulcera- 
tion Sir Adolphe Abrahams in his very elegant letter (Journal, 
December 2, p. 1112) reiterates the fact that peptic ulcers 
heal up when the patient is confined to bed for three weeks 
and agrees with Dr. Ronald that hyperchlorhydria cannot be 
responsible for the causation of peptic ulcer since he has 
demonstrated that ulcers have healed in cases in which the 
acid index has actually risen during the period of healing. 
Agreement is mutual in the fact that a carefully selected but 
extended diet does not detract from the healing process, but 
indeed materially assists by giving greater strength to the 
patient in place of the semi-starvation usually imposed upon 
these unfortunate people. 

From this it may be concluded that neither the presence of 
excess of acid nor the taking of a generous diet interferes with 
the healing of the ulcer, so it is therefore certain not to have 
been caused by either the one or the other. Bearing these 
findings in mind, the act of lying in bed in the recumbent 
position must play a direct part in the healing process. To 
what, then, is this due? Sir Adolphe, among other things, 
suggests that peptic ulcer may be influenced if not actually 
caused by mental worry, and that the three weeks in bed acts 
as a soothing factor to the nervous system and thus promotes 
healing. 

This does not coincide with one’s usual experience, because 
three weeks of physical inactivity is not likely to relieve the 
anxieties of a mentally worried business man but rather to 
add to his mental trouble ; mereover, it is an undoubted fact 
that many of these cases relapse within a variable but usually 
short period of time after the patient resumes his ambulant 
activities. It therefore appears that the recumbent position 
assumed in bed is a causal factor in the healing process. Since 
the ulceration is in the stomach or in the duodenum one natur- 
ally turns one’s thoughts to the connexion between the recum- 
bent position and its influence upon these parts. When it is 
remembered that the ulceration takes place during the time 
the patient is ambulant and heals up when he is confined to 
bed the suggestion that posture is a possible causative factor 
is forced upon one, since the confinement appears to be the 
sine qua non. 

For a number of years I have had the opportunity to 
observe from a radiographic point of view the stomach, 
duodenum, and other abdominal organs of patients suffering 
from peptic ulcer and have also had the privilege of treating a 
large number of these: cases. 
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It is, | think, universally agreed that peptic ulcer is near| 
always situated in much the same locality in the stomach 9; 
ducdenum—in the stomach upon the lesser curvature near the 
pyloric end, and in the duodenum at the junction of the firy 
and second parts of that organ. Radiographic examination 
reveals the fact that nearly all of these patients suffer to a 
greater or less degree of middle-line or right-sided colonic 
ptosis. The fall of the colon when the patient is in an ereg 
position imposes a pull upon the greater curvature of the 
stomach through the fused omentum. This pull upon the 
stomach is resisted by it. The stomach is fixed at two points— 
at the cardiac end and at the junction of the first and second 
parts of the duodenum ; the line of maximum pull is therefore 
upon the lesser curvature between these points, and is observed 
to be in the position where gastric ulceration usually takes 
place—near the pyloric end of the lesser curvature, where the 
curve can often be seen to be almost an acute angle—and in 
the case of duodenal ulcer at the junction of the first and 
second parts where duodenal ulcer is usually seen. At these 
points mechanical circulatory obstruction takes place with 
subsequent ulceration. When the patient assumes the recum- 
bent position this drag is relieved by the influence of gravity 
upon the abdominal organs, which resume their normal posi- 
tion, and the mechanical interference with the circulation no 
longer exists. 

This will explain the initial causation of ulceration by the 
assumption of the erect position and its healing in recumbency, 
and its subsequent recurrence, if steps be not taken to prevent 
it. when the period of recumbency is ended. It will also 
explain why excess of acid is not its causation nor a restricted 
diet a factor of hindrance to its healing, but will, I submit, 
bring forward the suggestion that the causation of peptic ulcer 
is a mechanical interference with the circulation due to the 
drag of gravity upon an uncorrected colonic displacement— 
I am, etc., 


London, W.1, Dec. 6. CHRISTOPHER KEMPSTER. 


Sternal Puncture in Lymphatic Leukaemia 


Sir,—Dr. M. C. G. Israéls’s article on the value of sternal 
puncture in the diagnosis of atypical cases of lymphatic 
leukaemia (Journal, December 9, p. 1132) is of much import 
ance, but his series of five cases does not include an example 
of the most puzzling and most easily overlooked variety of 
the disease. 

I refer to those aleukaemic cases in which symptoms and 
signs of severe anaemia dominate the clinical picture, while 
the blood shows severe (usually orthochromic) anaemia, with- 
out signs of blood regeneration, and intense leucopenia. The 
picture is that of aplastic anaemia. and no enlargement of 
Jymphadenoid tissue can be detected. I recently (by the 
courtesy of Sir Maurice Cassidy and Dr. Meek of Mill Hill) 
saw such a case in a man of over 60 who had no signs of 
lymphatic leukaemia. Admittedly there was a certain amount 
of controversy concerning some of the mononuclear cells in 
his blood, as I contended that a few were lymphoblasts, 
whereas another haematologist who had seen the films would 
not agree that these rather large cells were immature types. 
There was one point that militated against a diagnosis of 
aplastic anaemia—blood transfusion caused only the most 
transient rise in the number of red corpuscles, so that it 
seemed certain that haemolysis was occurring. 

The diagnosis became clear when films of material from 
sternal puncture were examined, because about 30 per cent. 
of the cells were large mononuclear elements with coarsely 
reticulated nuclei in which nucleoli were easily visible. Thesé 
cells, which were regarded as being lymphoblasts, did not 
give the oxidase reaction. The case was, then, one of 
aleukaemic lymphatic leukaemia (aleukaemic lymphadenosis) 
of the type that used to be known as the medullary form of 
pseudo-leukaemia. It is in cases such as this that sternal 
puncture is of outstanding value for diagnosis, and it 8 
probable that, if this small operation were carried out on all 
cases suspected of being examples of aplastic anaemia, more 
diagnoses of aleukaemic (medullary) leukaemia would 
made. 
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Dr. Israéls mentions that he has seen lymphocytosis in the 
marrow in “glandular fever and aplastic-type anaemia,” 
but he’ does not say that he has ever scen infiltration of the 
It is of 
course possible that some of the “aplastic-type anaemia ” 
cases were really examples of medullary pseudo-leukaemia. 

It is high time that a monograph in English should deal 
with sternal puncture, but one fears that the times are not 
propitious for such a venture, for even publishers must live.— 
] am, etc., 


London, W.1, Dec. 13. A. PINEY. 


Test for Vi Antibody 


Sir,—In your review of the memorandum on typhoid fever! 
issued by the Ministry of Health (Journal, December 2, p. 
1124) you took note of the statement that the modification of 
the Widal reaction suggested by me, in which the blood is 
tested for Vi antibody, is not yet regarded as a practicable 
procedure for routine detection of carriers. It is evident 
that the memorandum had been prepared at a time when the 
technique of the Vi agglutination reaction was not yet fully 
described. A full description was published a year ago,” so 
that the statement in the memorandum is now out of date. 

A standard agglutinating Vi serum and a preserved suspen- 
sion representing a pure reagent for the Vi antibody are now 
available. The former has been made at the Lister Institute, 
and the latter is being prepared from Bhatnagar’s’ Vi strain 
by Lieutenant-Colonel R. F. Bridges at the Oxford Standards 
Laboratory of the Medical Research Council. The two 
reagents are obtainable from the Standards Laboratory, and 
the test for Vi antibody has thus become a_ practicable 
routine procedure.—I am, etc., 


Lister Institute, London, $.W.1, Dec. 12. A. FELIX. 


**Lady Nicotine” 


Sik,—Referring to the annotation “Lady Nicotine” in the 
Journal of December 2 (p. 1098) the following short piece of 
research work may be of interest: 

While serving in the last war as a lieutenant in the 
R.A.M.C. I found myself in charge of a ward of some 
twenty-four Australians and New Zealanders convalescent 
from typhoid. Most of them had been there week after week 
running pulses over 100 a minute. The Red Cross brought 
round cigarettes at, I believe, 7.30 a.m. each day, and the 
patients smoked almost without stopping till 7 or 8 p.m. 
As there seemed to be no reason for the tachycardia, I was 
bold enough to knock off smoking for the whole ward for a 
week, and, with a little persuasion, obtained the co-operation 
of the men in the matter. At the end of the week there was 
only one pulse over 100, and nearly all of them were quite 
normal. 

My own experience with functional and psychological con- 
ditions of many kinds (I was seeing between 5,000 and 6,000 
a year at the end of the war and for a time after) has con- 
Vvinced me that cigarette smoking tends to increase or produce 
insomnia, restlessness, and irritability, while pipe smoking, if 
severely indulged in, seems to produce depression. It is 
naturally impossible to formulate a rule on the result of 
one case, but I well remember a barrister who week after 
week made no progress but remained depressed; he was an 
inveterate pipe smoker. At last I] persuaded him to give up 
smoking, which he did by rapid reduction of the number of 
Pipes smoked each day, and he went straight ahead and got 
weil. 

The large gifts of cigarettes now being sent out to the 
troops may be very doubtful benefits, both from the stand- 
Point of health and of actual physical condition for military 
Service, for plenty of athletes give up smoking during training. 
—I am, etc., 

Chorley Wood, Dec. 11. 


. Ministry of Health Memorandum on Typhoid Fever. Memo. 
225/Med. 1939. H.M. Stationery Office. (Revised edition.) 

; Felix, A. (1938). J. Hyg., 38. 750. 

Bhatnagar, S. S. (1938). British Medical Journal, 2, 1195. 


CLaupD F. FOTHERGILL. 


Desmoid Tumour of the Abdominal Wall 


_Sir,—In your issue of September 16 (p. 606) Mr. E. W. 
Bintcliffe describes a case of large desmoid tumour of the 
abdominal wall. My interest lies in his difficulty in closing 
the gap left by the removal of the tumour. In 1924 I operated 
upon a similar case in which a gap in the muscular wall of 
about three inches diameter was left by the excision. To fill 


this 1 used a method which I had .devised for the closure 


of unusually large herniae—the swinging into the gap of the 
tensor fasciae femoris with nervous and vascular supply pre- 
served intact (Brit. J. Surg., 1924, 12, 28). The result was 
completely satisfactory. The woman has had a child since 
and the abdominal wall has remained sound.—I am, etc., 


Auckland, New Zealand, Nov. 22. | KENNETH MACKENZIE. 


Lymphatic Leukaemia 


Sir,—In reading in the Journal of December 9 (p. 1132) 
Dr. M. C. G. Israéls’s article on lymphatic leukaemia I 
found myself at a Joss to know on what grounds he arrived 
at a diagnosis of lymphatic leukaemia in Case ]1V—a plate- 
layer aged 55 who complained of lassitude, etc. In this case 
the blood count was 2,480,000 R.B.C. (described by Dr. Israéls 
as “a moderate anaemia ”’) and the colour index 1.08. Would 
a general practitioner be considered as committing an un- 
pardonable diagnostic error in thinking this to be a case 
of pernicious anaemia and prescribing intramuscular and/or 
intravenous injections of some such preparation as neo- 
hepatex? May the improvement ascribed in this case to 
iron and arsenic therapy not merely be an intermission in 
pernicious anaemia? 

I should also like to know why the anaemia of Case I 
(R.B.C. 2,570,000) is described as “a moderate anaemia ” and 
that in Case II (R.B.C. 2,470,000) as “a rather severe 
anaemia.” 1 would also ask Dr. Israéls if the increased cellu- 
larity of the marrow in Case V is not rather a slender reason 
for regarding it as a lymphatic Jeukaemia when the Wasser- 
mann reaction is positive. Why should this not be regarded 
merely as an anaemia secondary to syphilis?—I am, etc., 


Wrexham, Dec. 12. A. WESLEY HILL. 


Treatment of Varicose Ulcers 


Sir,—Dr. Stuart McAusland being the head of a well-known 
ulcer clinic in the north, I feel a natural diffidence as a general 
practitioner in replying too dogmatically to his criticisms 
(Journal, December 9, p. 1164) of my letter on the treatment 
of varicose ulcers in the Journal of November 25. However, 
in the circumstances I feel bound to make the following 
Observations: 


1. The leg ulcers preceded by a definite interval the appear- 
ance of the boils in the groin and axilla. 

2. As regards syphilis, admittedly no Wassermann was done, 
but the patient did not show any of the usual stigmata of 
syphilis, and the ulcers were excessively painful and cleared 
up rapidly on the institution of the (non-antisyphilitic) treat- 
ment described in my letter. 

3. The rationale of the occlusive bandage treatment is, I 
believe, (a) the cutting off of the blood supply to the ulcer, 
thereby inducing it to heal; and (hb) the mobilization, in 
response to the imprisoned septic products. of the patient's 
defence forces. With regard to (a), this treatment in the case 
of callous indolent ulcers with only a little serous discharge 
exuding from them, and with floors which are showing signs 
of attempting to granulate, is no doubt quite effective. I admit 
that I have cured some obstinate ulcers in this way, but when 
there is much septic discharge it seems to me to be bad 
treatment to keep it pent up in the tissues. If the contrary 


is the case, what is the object of ever incising an abscess? As 
regards (b), how, with the circulation and vitality of the part 
already impaired by the varicose condition, can the defence 
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forces be stimulated by the presence of a considerable quantity 
of imprisoned pus and micro-organisms? Far more likely that 
they would be hopelessly outnumbered, as I am convinced in 
numerous cases (including the one described in my letter) that 
they actually are. 


May I add, in conclusion, that a number of practitioners 
with whom I have from time to time discussed this question 
hold views similar to mine.-—I am, etc., 


Leamington Spa, Dec. 11. J. R. A. Davies. 


Virtues of ** Brown” Bread 


Sik, —Dr. Geoffrey Taylor's proposal in your issue of 
November 18 (p. 1022) that the British Medical Association 
“urge the Government to bring in measures to encourage, ti 
not to enforce, the eating of brown bread by everyone, at 
least during the war,” overlooks a number of important facis. 
First, not all “brown” bread is rich in vitamin B, for the 
Vitamin is contained in the wheat germ, and * brown” bread 
often differs from white bread only in containing bran. 
Secondly, the general use of brown bread would eliminate an 
important source of animal feedstuffs, which are converted 
into animal foods consumed by man and containing vitamin 
B. There would be no net gain and there would probably 
be loss in the amount of vitamin B available. Thirdly, in a 
considerable number of cases the roughage in brown bread 
is irritating to the colon, and is probably a contributory factor 
in producing colitis. Fourthly, diets of the people of India 
are so restricted and otherwise poor in vitamin B owing to 
lack of animal foodstuffs that it is legitimate to advocate 
consumption in India of bread containing the germ of whole 
wheat. But it does not follow that McCarrison’s work can 
be used to support similar measures in England.—l am, etc., 


Geneva, Nov. 30. E. F. PENROSE. 


Sir,—I should like to endorse the opinions already ex- 
pressed in your correspondence columns on the value of 
whole-meal flour, by which | mean flour which represents the 
whole of the wheat berry. I conceive it to be the duty of 
the whole profession to urge the use of this flour upon the 
nation at the present juncture. That the general public are 
ready to take up the question | have ample proof in the mass 
of correspondence with which I have been flooded following 
a letter to the Times on November 21. 

In order to buy back from the millers that which should 
never have been taken out the public have to pay six or 
seven times the cost of the wheat germ in order to recover the 
vitamin and mineral content in the shape of patent foods. 
Since writing to the Times | have discovered one firm which 
supplies flour representing the whole wheat berry ; the address 
is: Messrs. John Wright (London), Ltd., 98-102, Bermondsey 
Wall, London, S.E.16. I did not know that such flour was 
obtainable previous to my original letter to the Times, and 
used to have bread made for my own household from wheat 
germ and whole-meal flour according to a recipe originally 
taken from correspondence in the Journal some time ago, 
which I would suggest should be republished for the informa- 
tion of those interested.—I am, etc., 


Lancaster, Dec. 11. C. J. STOCKER. 


Sir,—Your correspondent, Dr. Arthur King, of December 9 
(p. 1164) states that in England the “ colour prejudice ” against 
brown bread is most pronounced among the poor and unin- 
formed. If he were a housewife he would know the reason 
why—that brown bread is more expensive than white. Until 
this fantastic state of affairs is remedied there is little hope 
of inducing the “ poor and uninformed” to eat brown bread 
instead of white. Individual denunciation is of little avail 
in such a case, but suitable action by the British Medical 
Association might well reverse the situation.—I am, etc., 


Cardiff, Dec. 11. M. Grace EGGLETON. 


Tuberculosis in the Last War 


Sik, —Your article entitled “A Nation in Good Health” 
(December 16, p. 1191) seems misleading in its statement that 
“tuberculosis notably declined during the [last] war.” It is 
true that the number of fresh notifications of ‘the disease 
received in 1913 was higher than in any subsequent year, but 
this perhaps is to be explained as the first effect of the 


- Tuberculosis Regulations (1912), which enlarged the basis of 


notification by including non-pulmonary disease. During the 
period 1914-18 the death rate from tuberculosis substantially 
increased, and the downward tendency that had been observed 
for several decades was reversed. In 1918 the standardized 
death rate for pulmonary tuberculosis was higher than that 
touched twenty-five years previously. Similar increases were 
seen in other belligerent countries. That this was a conse- 
quence of the war is shown by the fact that the death rate fell 
rapidly after 1919. Tuberculosis is pre-eminently a disease 
which flourishes under the conditions of war.—lI am, ete.. 


London, W.C.1, Dec. 18. HARLEY WILLIAMS. 


Obituary 


With the death of Dr. Ke&itH ROBERTSON on December 8, 
aged 61. the burgh of Greenock has lost one of its best 
known and highly esteemed practitioners. He had been in 
active practice till a month before. A native of the town in 
which he spent his active life, he was the son of the late Dr. 
J. K. Robertson. He graduated M.B., Ch.B. at Edinburgh 
University in 1901, and proceeded M.D. four years later. 
After graduation he served for a term as house-physician in 
Glasgow Royal Infirmary. 
400 cases of small-pox under the Greenock medical officer of 
health during an epidemic. Shortly after this he settled in 
general practice in Greenock, and became attached to the Eye 
Infirmary, where he was assistant surgeon for many years. 
But throughout his career his chief interest was in ear, nose, 
and throat work. In this connexion he assisted the late Dr. 
Robert Fullarton till 1920, when on the latter’s retirement he 
assumed charge of the Greenock. Ear, Nose, and Throat 
Institution. Here he gave splendid service, and under his 
direction the work was greatly developed. At the time of 
his death a new and commodious hospital for ear, nose, and 
throat cases was nearing completion, and he was eagerly 
looking forward to the improved facilities to be provided 
there. For several years he was medical officer for diseases 
of the ear, nose, and throat to Renfrewshire Education 
Authority. Dr. Robertson served for a time in Greenock 
Royal Infirmary as assistant surgeon, and was at the time 
of his death honorary consulting surgeon for diseases of the 
ear, nose. and throat. From 1907 he held the office of 
medical officer to Sir Gabriel Wood’s Mariners’ Asylum. He 
was an active member of the British Medical Association, and 
for three years (1934-7) was chairman of the Renfrewshire 
and Buteshire Division. He was also one of the original 
members of the Scottish Otological and Laryngological 
Society. The St. Andrews Ambulance Association had in 
Dr. Robertson an active worker, and he also took part in 
training V.A.D.s. Lately he was engaged in A.R.P. work. 
Dr. Robertson will be greatly missed by his colleagues and 
a large circle of patients. He was earnest and conscientious 


in all he undertook, and gave of his best to all who called for. 
He was deeply attached to_ 


his services, rich and poor alike. 
Trinity Church, where he had been an elder for twenty-nine 
years. 


Dr. Martin RANDALL, who had long practised with great 


success at Wimbledon, died in retirement at Haslemere on 


December 7, aged 71. He studied first for the teaching 


profession, and took the B.A. of London University in 1887 ; he 
then turned to medicine and entered University College Hospital 
Medical School, taking the English Conjoint diplomas and the 


Later he took charge of about | 
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M.B. with first-class honours in 1892, the M.D. in 1894, and the 
F.R.C.S. in 1895. At University College he had been assistant 
demonstrator of anatomy and Atkinson Morley surgical 
scholar. After qualifying he was house-surgeon at U.C.H. 
and at the Bristol General Hospital. On his retirement from 
practice in 1931 Dr. Randall was made an honorary con- 
sulting surgeon by the Nelson Hospital, Wimbledon, where 
he had been a member of the active staff since its foundation ; 
and University College, London, elected him one of its Fellows. 
He joined the British Medical Association in 1893. By his 
fellow practitioners Dr. Randall was held in high esteem and 
affection. One of them writes: I came to know what a lovable 
and fine character he possessed: so capable, so curiously shy 
and retiring till you gained his confidence; the blue eyes 
with the searching and steady glance expressed his character 
—honesty, loyalty, uprightness. He was a born surgeon, 
resolute, careful, and thorough, with sound judgment and hands 
to carry out his purpose as a fine craftsman. 


Universities and Colleges 


UNIVERSITY OF OXFORD 


At a Congregation held on December 16 the following 


degrees were conferred: 


D.M.—*L. T. Ride. 

B.M.—E. J. L. Lowbury, A. N. Guthkelch, J. C. Hill, E. J. 
Wood, H. M. Balfour, J. C. Ryle, R. W. Tibbetts, I. C. B. Pearce, 
E. Smith, J. J. Brenner, K. F. Wilsdon, *D. H. Swayne, D. H. 
Davies. 

* By proxy. 


UNIVERSITY OF CAMBRIDGE 


The Vice-Chancellor has appointed Sir Augustus Moore 
Daniel, K.B.E., M.B., Hon. Litt.D., of Trinity College, formerly 
Director of the National Gallery, to be Rede Lecturer for the 
year 1940. The place and subject of the lecture will be 
announced later. 


UNIVERSITY OF BRISTOL 


J. S. W. Little has been approved at the examination for the 
degree of M.D. 


UNIVERSITY OF ABERDEEN 


At a graduation held on December 13 the following medical 
degrees, etc., were conferred: 

M.D.—Esther Hendry (awarded commendation for thesis). 

M.B., Cu.B.—I. A. Angus, A. G. Beattie, J. H. Begg, G. R. 
Bernard, R. S. Dewar, W. F. Dickie-Clark, F. A. Forbes, E. Fowler, 
J. C. Fraser, J. Gauld, C. W. Hossack, A. L. Hughes, G. E. 
Johnstone, M. J. Mackenzie, J. G. Moir, Elizabeth J. B. Orr, 
R. W. Panton, C. W. Petrie, W. F, Russell, J. H. Scott, A. C. B. 
Singleton, K. Smith, G. P. Wallace, A. M. Watson, W. G. R. Wilson, 
C.C. Wright. 

D.P.H.—R. M. Gordon, J. Warrack: 


UNIVERSITY OF EDINBURGH 


A graduation ceremonial was held in Examination Hall B on 
—* 15, when the following degrees, etc., were con- 
erred : 


M.D.—L. W. Brown, Captain R.A.M.C. (in absentia), W. N. 
Campbell (in absentia), A. H. Crichton, tJ. N. Davidson, $L. V. 
Knutson, {R. A. H. Krynauw (in absentia), A. U. MacKinnon, 
Lieutenant R.A.M.C. (in absentia), J. H. D. Millar, Lieutenant 
R.A.M.C. (in absentia), P. T. Northover, {Beatrice A. S. Russell 
(in absentia), *A. C. White, tJ. F. Wilson, Captain R.A.M.C. (in 
absentia). 

M.B., Cu.B.—J. R. Allan, J. L. Anderson, R. Barrie, N. C. 
Baskett, Elizabeth G. Batters, F. W. Belford, I. R. Bindman, 
G. M. F. Bisset, J. Breckenridge, L. S. Bruce, B. Carr, D. Crichton, 
B. G. Daly, S. W. Davidson, A. R. Duff. R. M. Ellison, P. M. Fea, 
W. M. Ferguson, J. S. Fraser, W. A. Glen, W. M. Grant, J. H. 
Higgins, A. R. Hodgson, M. Homayun, E. L. O. Hood, W. Huey, 
W. W. Hutton, Helen S. Lauder-Thomson, N. G. Lindsay, R. N. 
Littlewood, C. T. MacDonald, H. J. M‘Pherson, F. K. Matheson, 
W.C. Menzies, W. B. Nelson, J. Robertson, A. F. Rutherford, J. L. 
Shanks, J. L. Sinette, G. H. Stuart, W. B. Thorburn, Thelma G. 
Townson (in absentia), K. R. H. Wardrop, J. L. Washington. 

D.P.H.—I. A. G. MacQueen. 

Pu.D. (FacuLty oF MEpicINE).—S. C. Das (in absentia). 


* Awarded gold medal for thesis. + Highly commended for 
thesis. 


~ Commended for thesis. 


QUEEN'S UNIVERSITY, BELFAST 


The following candidates have been approved at the examina- 
tion indicated: 


M.B., B.CH., B.A.O.—J. J. Black, J. McAnallen, W. E. C. 
McCullough, R. K. McElderry, W. McLeod, D. Rooney, 
Henrietta H. Scott, T. M. Shannon, C. D. Stewart, R. H. Trinnick, 
W. L. Uprichard. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


At an ordinary meeting of the Council, held on December 14, 
with the president, Mr. Hugh Lett, in the chair, a resolution 
of condolence was passed on the death of Mr. Wilfred Trotter. 
The Council accepted with grateful thanks the offer of Mr. 
Herbert Olivier to present to the College a replica of his 
portrait of Mr. Wilfred Trotter. 


It was decided to alter the time of the Hunterian Lectures 
to be given in 1940 from 5 p.m. to 3 p.m. 


It was reported that the special trustees of the Prophit Trust 
had renewed the cancer research studentships of Dr. L. H. Gray 
and Dr. C. A. P. Wood for the year 1940. 


Diplomas 


A diploma of Membership was granted to Harry Vernon 
Reeves. 


Diplomas of Fellowship were granted to the following thirty- 
one candidates: 


N. A. Miller, R. Parkinson, M. P. Morel, P. W. Houghton, 
H. H. F. Barns, C. G. Rob, J. C. Coates, J. Ll. D. Roberts, J. S. 
Horn, R. L. Lamming, C. J. Longland, A. J. Heriot, S. H. Raza, 
Alice J. M. T. Barnes, W. P. Greening, C. P. Sames, D. M. Thomson, 
P. A. Menon, S. S. Anand, J. R. Barbour, A. C. Belfield, J. O. 
Corbin, K. Das, D. M. Douglas, K. T. Goldswain, B. C. Hardy, 
C. J. D. Langton, J. F. Lipscomb, Riyaz-I-Qadeer, 

. F. Rose. 


Diplomas in Anaesthetics were granted, jointly with the 
Royal College of Physicians of London, to the following 
twenty-three candidates: 


R. D. N. Bisset, F. K. Boston, Dorothy M. Braddock, I. G. 
Braddon, Elizabeth M. Corbin, T. F. Crowley, Charlotte S. Dafoe, 
E. W. Dunkley, G. H. Ellis, F. G. Ethiraj, Margaret Forbes, G. P. 
Fox, H. Gillies, P. Glazer, C. A. Hayes, A. L. St. A. McClosky, 
W. M. Maidlow, Beryl M. Mason, B. M. Phillips, T. B. Pitts, 
N. F. Sahor, R. N. Sinclair, B. N. Sircar. 


Medical News 


At the reopening ceremony of Paris University, which took 
place in the presence of M. Albert Lebrun, President of the 
French Republic, and M. Yvon Delbos, Minister of National 
Education, Sir Humphry Rolleston and Dr. Philip Roy, 
formerly Minister of Canada at Paris, were made honorary 
doctors. 


Sir Bernard Docker has accepted the invitation of the 
Counci! of the British Hospitals Association to become its 
chairman in succession to Sir Harold Pink. He has been 
closely identified with the interests of the voluntary hospitals 
through his association with the Westminster Hospital, 
London, and the Birmingham Children’s Hospital. 


A meeting of the general purposes committee of the Inter- 
national Society of Medical Hydrology was held in London 
on November 17 to deal with emergency measures made neces- 
sary by the war, and also by the death of the society's chair- 
man of council, Dr. E. P. Poulton. By the unanimous vote 
of the members present and of all those abroad who could 
be reached by post, Dr. J. Barnes Burt was elected chairman 
of council until such time as the whole council could meet, 
and the general purposes committee was strengthened by the 
appointment of four additional vice-chairmen, all in countries 
“neutral” in the present conflict. It was further resolved that 
the cash balance remaining should be set aside for reconstruc- 
tion of the society after the war, and the general secretary 
was given indefinite leave of absence without pay and instructed 
to close the London office. This has now been done and the 
society’s address will be, until further notice, that of the hon. 
treasurer, Dr. G. D. Kersley, 6, The Circus, Bath. 
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Mr. S. Ingleby Oddie, who graduated M.B., C.M. at 
Edinburgh in 1891 and afterwards practised at the Bar, retired 
on December 18—his seventieth birthday—after twenty-seven 
and a half years’ service as coroner in Central London. At 
a farewell ceremony Mr: Oddie said that nearly 50,000 deaths 
had been reported to him, and he had held inquests on 
20,000. He was the last coroner to be appointed by the Dean 
and Chapter of Westminster and the last coroner for the City 
and Liberty of Westminster, a franchise coronership abolished 
in 1930. Sir Bernard Spilsbury spoke of Mr. Oddie’s  skiil 
in the examination of witnesses, and stressed the importance, 
in large towns particularly, of having coroners with a thorough 
medical training. 

Sir Sidney Clive, recently Director of Personal Service 
at the War Office, is directing a Red Cross commission in 
France. He has consulted the Adjutant-General and the 
Director-General of the Army Medical Services of the B.E.F. 
so that the Red Cross war organization may undertake those 
duties which are allotted to it. 

The American officers of the international congress have 
decided that in view of the present world situation it is 
advisable to postpone to an indefinite date the fifth Inter- 
national Congress of Paediatrics, which was to have been held 
in Boston, Massachusetts, U.S.A., on September 3, 4, and 5, 
1940. 


Mr. Godfrey Heathcote Hamilton will retire from the 
secretaryship of the National Hospital for Diseases of the 
Nervous System, Queen Square, W.C., at the end of the year, 
having served the hospital for nearly thirty-eight years. 


With the exception of Strasbourg all the French medical 
faculties reopened on October 18. Of the 28.000 doctors in 
France 77 per cent. have been mobilized, and only 6,000 
doctors are kept for civilian practices. 


The King’s Medal for the best shot in the Canadian Army 
has been won for the sixth time by Captain D. T. Burke, of 
the Canadian Army Medical Corps, who won the King’s prize 
at Bisley in 1924 and tied for it in 1929. 


Dr. Alfred Fréhlich, formerly professor of pharmacology 
in Vienna University, whose name has been given to the 
adiposo-genital syndrome, has been appointed pharmacologist 
to the May Institute for Medical Research of the Jewish 
Hospital, Cincinnati. 


Professor Angel Roffo, director of the Cancer Institute of 
Buenos Aires, has been made an Officer of the Legion of 
Honour at a ceremony when the French Ambassador pre- 
sented him with a cheque for 100,000 francs for the founda- 
tion of a fund for the study of cancer. 


M. van den Méulebroeck, the successor of the heroic M. 
Max as Burgomaster of Brussels, is a medical man. 


The Department of Scientific and Industrial Research has 
now published No. 10 of its leaflets on Methods for the 
Detection of Toxic Gases in Industry, to which reference 
has been made in these columns from time to time. The 
present leaflet is devoted to chlorine (H.M. Stationery Office, 
3d.). The greatest risks of exposure to chlorine gas are during 
its manufacture and use in industry, and generally as the 
result of accidents in which large quantities of the gas escape 
from cylinders or other containers. 


During 1938 the mortality rate in the New York City 
hospitals for contagious diseases fell to 1.8 per cent.. the 
lowest to date. In 1937 it was 2.2 per cent. This figure 
compares favourably with a 4 to 6 per cent. mortality in 
general hospitals. There were 2,109 cases of whooping-cough 
admitted to hospitals in 1938, or more than for any year in 
the last two decades. Of all the cases of diphtheria notified 
to the Health Department in 1938, 43.7 per cent. were 
hospitalized, while 31 per cent. of the scarlet fever cases, 
8.4 per cent. of the measles cases, and 16.1 per cent. of 
whooping-cough patients were sent to city hospitals. 

According to official statistics the population of Japan on 
October 1, 1938, was 72;227,700, or 969,000 more than in 
the previous year The most populous city is Tokio, with 
6,457,000 inhabitants. 


Medical Notes in Parliament 


= 


On December 14, before Parliament adjourned for the 
Christmas recess, the Royal Assent was given to the Post- 


ponement of Enactments (Miscellaneous Provisions) Act, 
Which provides that the House-to-House Collections Act 
will come into force on March 1. An Order in Council 


approving amendments of the Regulations of the Dental 
Board of the United Kingdom has been presented to Parlia- 
ment. 


Milk Consumption 


On the motion for the adjournment, on December 14, Mr, 
Tom WILLIAMS opened a debate on milk prices. He said the 
Milk Marketing Board had asked the Central Milk Com- 
mittee to agree to an increase and 4d. a gallon had been 
mentioned. Such an increase must reduce consumption and 
the working classes would suffer. After five years of opera- 
tion the Milk Marketing Board had increased the price by 
2:d. per gallon, or, allowing for the distribution margin, 2.65d, 
per gallon. The Government should use the machinery and 
finance, if necessary, to keep the price within the purchasing 
power of the people. 

Mr. W. S. Morrison said all parts of the House agreed on 
the need, in war even more than in peace. for securing an 
adequate supply of milk at reasonable prices. If war condi- 
tions were superimposed on peace-time commercial practice 
it would be necessary for the Government to assume respon- 
sibility for milk policy during war time as regards production, 
price, and distribution. There had been since the war no 
rise in the price of liquid milk for ordinary consumption in 
spite of a short supply of feeding-stuffs. Liquid milk con- 
sumption had declined. and one reason was that the milk-in- 
schools scheme was dislocated. Milk which in peace would 
have been sold for the scheme at prices like Is. a gallon had 
been diverted to butter at 7d. a gallon. The Ministry of 
Food decided that an increase in the producers’ returns was 
justified, but was anxious to avoid a general rise in the retail 
price of liquid milk. The Ministry would make a temporary 
grant to the Milk Marketing Board in January, February, 
and March. to be passed to preducers, on condition that the 
existing level of retail prices for liquid milk was maintained 
for the present. The grant would only be on milk sold for 
liquid consumption. 


Mr. HapEN Guest considered that there should be a pro- 
gramme of milk production, with a view to consumption, over 
the next three years. On the milk policy would depend the 
national reserve of child life. He cited the pioneer work of 
Dr. Harriette Chick, and the Report on the Physiological 
‘Bases of Nutrition prepared by an expert committee appointed 
by the Health Committee of the League of Nations. The 
scientific case for the increase of milk consumption. was 
irresistible. 


Dr. SUMMERSKILL said the Government, if the policy out- 
lined that afternoon was followed, would not encourage the 
consumer to buy more milk. Professor Mottram had_ said 
that, if the health of the people was to be maintained in 
war, the consumption of milk should be increased. She 
asked whether the Government had taken steps to maintain 
the quality of the milk supplied. The most important cus- 
tomers of the Milk Marketing Board—the children—had been 
removed from the towns to the country, where there were 
no pasteurization plants. Dr. Elliot on a previous occasion 
had not denied that children in the country were drinking 
infected raw milk. Many of them would die from a death 
less spectacular than bombing but one which was insidious 
and certain. The Miik Bill which Dr. Elliot had introduced 
last Christmas had shown, though it was later dropped, that 
the Government held the views she had expressed. 

Lord Apstey stated that an Edinburgh professor toid him 
pasteurized milk so lacked nourishment that children fed on 
it became more liable to discase for that reason. If pas 


teurized milk were placed in a cup and a fly put a foot into 


grac 

6.00 

sho\ 

Mo: 

= sum 

and 

asse 

Me 

mec 

whe 

mec 

bee! 

arra 

that 

cast 

afte 

mec 

an\ 

Hez 

he 

the 

C 

dcti 

whe 

Wot 

: Wot 

mig 

adn 

C 

whe 

mec 

dist 

tior 

con 

the 

exp 

and 

for 

sch 

det 

ung 

rect 

De 

De 

ami 

Me 

per 

by 

mo 

Re: 

exp 

Cas 

hot 

16. 

"Is, 

Vis: 


RNAL 


the 
Post- 
) Act, 
Ss Act 
‘ouncil 
Dental 
Parlia- 


4, Mr. 
tid the 
Com- 
1 been 
and 
opera- 
ice by 
2.65d, 
ry and 
hasing 


>ed on 
ing an 
condi- 
ractice 
espon- 
uction, 
far no 
ion 
con- 
ilk-in- 
would 
yn had 
try of 
1S Was 
retail 
porary 
yruary, 
vat. the 
‘tained 
for 


a pro- 
1, over 
nd the 
ork of 
logical 
ointed 

The 
n was 


y out- 
ge the 
d said 
red in 

She 
1intain 
1 been 
were 
casion 
inking 
death: 
sidious 
yduced 
1, that 


d him 
ed on 
f pas 
yf into 


Dec. 23, 1939 


it the milk would react to a tuberculin test. Only fresh good- 
grade A milk was of benefit to children. Dr. Guest said the 
Milk Marketing Board had reported that an experiment on 
6.000 children with pasteurized and non-pasteurized milk 
showed the nutritional difference was insignificant. Mr. 
MONTAGUE said that by organizing the distribution of milk 
more cheaply a means could be found of increasing its con- 
sumption in the average poor family. The debate then ended 
and the House adjourned till January 16, unless required to 
assemble earlier for urgent business. 


Domiciliary Treatment of War Casualties 


On December 12 Mr. Denvitte asked the Minister of 
Health what precise agreement he had made with the British 
Medical Association in respect of the temporary domiciliary 
medical service which he proposed to establish for civilians 
who sustained war injuries in this country ; and why no other 
medical organization like the Medical Practitioners’ Union had 
been asked to co-operate. Dr. Ettior replied that he had 
arranged, in co-operation with the British Medical Association, 
that free domiciliary treatment should be available to war 
casualties in cases where further treatment was required 
after attendance at hospital, a fee of 16s. a year being paid to 
medical practitioners who gave this treatment in respect of 
any casualty not entitled to medical benefit under the National 
Health Insurance Acts. In accordance with established practice 
he consulted the British Medical Association as representing 
the general body of the medical profession. 

On the same day Dr. Ettior also told Mr. Denville that 
details of the temporary domiciliary medical service for 
civilians, other than insured persons, who sustained war injuries 
when hospital treatment was not necessary or was impracticable 
would appear in a forthcoming memorandum. The scheme 
would apply to the whole of Great Britain, although there 
might be differences of detail in Scotland. It would be 
administered by his Department in England and Wales, and 
by the Department of Health in Scotland. 


Unaccompanied Children: Doctor’s Payments 


On December 12 Mr. Groves asked the Minister of Health 
whether he would reconsider the arrangements relating to 
medical services whereby the remuneration of medical practi- 
tioners was dependent on a local emergency medical committee 
disbursing Government funds on such basis, whether capita- 
tion or attendance, as might be found convenient to the 
committee ; and whether his Department, as responsible for 
the provision of the medical services, would deal with the 
expenditure and have it properly certified by the Exchequer 
and Audit Department. Dr. ELLior said he saw no reason 
for varying the arrangements made for the medical treatment 
of unaccompanied children evacuated under the Government 
scheme. The total amount payable for this service was 
determined by his Department on the basis of the number of 
unaccompanied billeted school children as indicated jn returns 
received from local authorities, and the payment by the 
Department was subject to audit by the Exchequer and Audit 
Department. The distribution of the amount for each area 
among the doctors was dealt with by the Local Emergency 
Medical Committees, who would be required to send in 
pericdical accounts which would be available for inspection 
by the Exchequer and Audit Department. 


Increase in Unemployment Assistance 


In the House of Commons on December 12 Mr. Assir10Nn 
moved that the draft Unemployment Assistance (Determina- 
tion of Need and Assessment of Needs) (Amendment) 
Regulations, 1939, should be approved. The regulations, he 
expiained, increased the present rates by 2s. a week in the 
case of a man and wife, Is. in the case of a member of the 
household of 16 years and over, and by 6d. of a child under 
16. The rate of a person living alone would be increased by 
Is. 6d. a week. 

Mr. Grenrete said that the regulations contained no pro- 
Vision for improving the standard of living of the unemployed. 
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No household dependent on these allowances, pa-ticularly 
where there were a number of young children, would be able 
to provide the standard of diet advocated by the British 
Medical Association or Sir John Orr. There would te 
1,000,000 persons who could never get sufficient to eat or 
clothe them, or obtain decent housing accommodation. Dr. 
EpitH SUMMERSKILL said that the Government concession was 
totally inadequate. She was a member of a local authority 
which administered many institutions for children, and when 
they were buying food in bulk for something like 200 cr 
300 children, in every instance with an eye to giving these 
children a nutritious diet, they could not cater for them at 
a cost of less than 6s. 6d. a week each for food alone. Was 
the Minister going to continue this system, or could the 
House hope that in perhaps a few months’ time he would 
realize that it was in the best interests of the State to look 
after the next generation? 


The draft regulations were approved. 


Emergency Medical Service 


Sir EkNest GRAHAM-LITTLE asked on December 14 what was 
the number of members of the honorary staffs of the voluntary 
hospitals who accepted the new conditions outlined by Dr. 
Elliot on November 23, and the number who returned to 
take up their duties as regards conduct of out-patient and 
other specialist departments and systematic education of 
medical students in the voluntary hospitals. He also asked 
whether the offer of transfer to this new scheme from any 
form of agreement previously accepted in individual cases 
covered those members of hospital staffs who were receiving 
the second grade of salaries for whole-time service. Dr. 
E.uior replied that to December 14 337 specialisis ana con- 
sultants had accepted the offer. He could not say how many 
of these returned to their normal duties. That was a matter 
with which he was not officially concerned. It was not sug- 
gested by the professional committee consulted that the offer 
of transfer should extend to members of the Emergency 
Medical Service receiving the second grade of salaries for 
whole-time service. 

Sir Ernest argued that the reply which Dr. Elliot gave on 
this subject on November 23 had been understood to extend the 
offer of transfer to all voluntary staffs who had accepted full- 
time engagements. Dr. ELLiot said he would again examine 
his answer. He would not evade carrying out any undertaking 
which he had given. 

On the same date Sir ERNEST GRAHAM-LITTLE further asked 
whether, in view of the necessity for maintaining the most expe- 
rienced available surgical skill in London, where the first and 
most critical effect of any air attack must be expected, Dr. Elliot 
would revise the arrangements by which nearly all the most 
experienced surgeons awaited the expected casualties in centres 
remote from London. Dr. ELLiot said the present arrange- 
ments, which were made in general agreement with the profes- 
sion, provided for the bulk of the surgical treatment required 
by London air raid casualties being given by the more 
experienced surgeons at hospitals on the periphery of, but 
not necessarily remote from. London, and for the rapid transfer 
of the patients to these hospitals. These arrangements were 
designed not only to secure the most efficient treatment of the 
patients but also to avoid undue risk to highly skilled and 
irreplaceable personnel. He thought it undesirable to revise them 
further for the present. He was aware that a Spanish surgeon, 
in a recent lecture at the Royal Society of Medicine, had 
emphasized the primary importance of immediate surgical 
attention of the highest quality for air raid casualties. Plans 
for dealing with the matter were well advanced, but a hospital 
in the centre of a bombarded town was not always the best 
place to bring casualties. 


Tuberculosis in Monmouthshire 


Dr. Elliot's attention had not been called to a statement 
of the medical officer of health for the county of Monmouth- 
shire to the effect that persons suffering from tuberculosis are 
dying because of the failure of the Welsh National Memorial 
Association to provide the requisite hospital accommodation. 
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He told Mr. Jenkins, however, on December 14 that the list 
of tuberculous patients for Monmouthshire, including Newport, 
awaiting admission to residential institutions included a large 
proportion of cases of the advanced hospital type. It was 
hoped to devote a proportion of the beds in the new hutted 
hospitals to reducing the waiting lists in the coming year, and 
he was keeping the whole matter under review. 


Cancer Mortality in Wales and Monmouth 


Dr. Ettior told Mr. Jenkins on December 14 that he had 
seen Press reports of a meeting of the Cardiff Public Health 
Committee at which a report was made to the effect that the 
mortality rate from cancer was rapidly increasing in Wales 
and Monmouthshire, and that the Welsh Board of Health and 
the regional commissioner had both refused to take any action 
for the establishment of a radiotherapeutic institute for the 
treatment of cancer. Dr. Elliot added that the Welsh Board 
of Health called a meeting of the local authorities concerned 
Jast year to discuss the provision of a radiotherapeutic insti- 
tute for South Wales. It had not in any way discouraged 
those authorities from establishing such an institute. It was 
primarily for the authorities themselves to proceed with pro- 
posals for this purpose. Statistics of deaths from cancer, both 
in England and in Wales, had shown a continuous increase in 
recent years. Steps had been taken even during the present 
war to forward plans for dealing with this disease under the 
recent Cancer Act. 


Bed Accommodation in Voluntary and Municipal Hospitals 


Mr. Pritr asserted on December 14 that the number of 
emergency beds provided by the London County Council and 
other municipal authorities under the Emergency Hospital 
Scheme was much in excess of those provided by the volun- 
tary hospitals, but that the former were not provided with 
anything like the same proportion of extra doctors and 
surgeons. Dr. E.tior replied that the number of beds avail- 
able in municipal institutions was naturally larger than in 
voluntary hospitals. The proportion of medical staff enrolled 
in the Emergency Medical Service to casualty beds was 
higher in the voluntary hospitals than in the municipal hos- 
pitals, but in the latter the medical staff available for casual- 
ties included also a number of doctors in the employment of 
the local authority but not enrolled in the Emergency Medical 
Service. No useful conclusion could be drawn from a com- 
parison between the respective proportions of beds to medical 
staff in the two types of hospital The medical staffing of a 
hospital included in the Emergency Hospital Scheme was 
governed by medical needs. and depended on factors such 
as the probable use and the arrangements with affiliated 
hospitals. 

Notes in Brief 

In October 1,500,000 gallons of milk were supplied in England 
and Wales for the milk-in-schools scheme, being over 60 per cent. 
of the rate of consumption before the war. 

Plans were made in England and Wales for the evacuation of up 
to three million persons: some 1,230,000 persons took advantage 
of the scheme. It was estimated on December 14 that about 
$40,000 had returned to the evacuation areas. 

Mr. WS. Morrison states that the largest producers vitaminize 
all their margarine, both cheap and dear 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


In England and Wales the more important notifiable diseases 
were rather less prevalent than in the previous week, with 
the exception of measles and acute poliomyelitis. In Scot- 
Jand, on the other hand, there was an increase in the notifica- 
tions for diphtheria, dysentery, cerebrospinal fever, erysipelas, 
and primary pneumonia. The incidence of dysentery had 
fallen in recent weeks, but rose last week from 28 to 41, 
of which 18 were in Edinburgh (11 last week), 8 in Dundee, 
7 in Glasgow, and 4 in Aberdeen. 


Whereas Scotland is correspondingly free from whooping- 
cough and measles, both diseases are prevalent in England 
and Wales. The counties most heavily affected are: Glamor- 
gan 358 (Swansea 142, Rhondda 94, Caerphilly 84): Warwick 
168 (Birmingham 7, Leamington 42, and the districts of 
Southam 39, Tamworth 35. and Shipton-on-Stour 20); Cum- 
beriand 155 (Workington M.B. 97, Ennerdale R.D. 21): Yorks 
(West Riding) 153 (Baildon U.D. 35, Thorne R.D. 64): Lan- 
caster 146 (Blackpool 35. Blackburn 11, Manchester 11, Liver- 
pool 9, and widely scattered in both urban and rural districts) ; 
Durham 116 (fairly evenly distributed in the five county 
boroughs and urban and rural districts): Gloucester 117 
(Gloucester 51, Cheltenham M.B. 39, Bristol 20). On the 
other hand, in London there were only 9 cases (Bermondsey 


-3, Battersea 2, Lewisham 2, Islington 1. Shoreditch 1), in 


Leicester 8 (none in Leicester City), in Notts 5, Berks 2, and 
none in the counties of Hertford, Hunts. Norfolk, Soke of 
Peterborough, Rutland, Suffolk East and West. Cardigan, and 
Radnor. It is seen that, generally speaking, the expected 
measles epidemic has not vet made its appearance in the big 
cities, but the presence of multiple foci all over the country 
is likely to result in rapid spread at an early date. 


Whooping-cough occupies third place in order of preva- 
lence : in contrast with measles it remains typically an endemic 
disease of large towns and urban communities, rarely acquir- 
ing the explosive epidemic character of measles ; occasionally, 
however, an unexpected prevalence is encountered, especially 
in isolated communities of the closed or semi-closed sort. 
Large numbers were notified during the week in: Birmingham 
43. London 28, Eastbourne 26, Blackburn 25, Swansea 25, 
Beaconsfield 15. In Liverpool and Manchester only 6 cases 
were notified in each, and in seven counties no notifications 
were recorded: Anglesey. Caernarvon, Merioneth, Mont- 
gomery, Radnor, Rutland, Soke of Peterborough. 


League of Nations Epidemio!ogical Report for 1937 


The Epidemiological Report for 1937 deals mainly with the 
incidence and mortality of the acute infectious diseases in the 
principal countries of the world, and the corrected figures of the 
rates of births, general mortality, and infant mortality in thirty- 
five countries. A special table gives details of the death rate 
according to age and sex in recent years and the corresponding 
standardized general mortality rates. England and Wales 
compared favourably as regards tvphoid fever (which’ is 
generally regarded as one of the most sensitive single indices 
of the health of the community) with most other European 
countries ; the figure of 1,186 (specific mortality per 100,000 
inhabitants, 0.5) is much smaller than that for the previous year 
but rather greater than in 1935. High figures were recorded in 
Italy 32.131 (11.8); Poland 17.490; Hungary 10.144 (10); 
Czecho-Slovakia 7,461 (6.3): Rumania 7.379 (8): Greece 
6.266 ; and Germany 3.051 (0.8). Figures in parentheses are 
specific mortality rates per 100,000 inhabitants. The latest 
data from the U.S.S.R. are 61,334 cases in 1936, and from 
Spain 16,354 cases in 1935. In most countries the third 
quarter of the year has the worst typhoid fever record. 


Diphtheria was comparatively common in England and 
Wales, although there were fewer cases than in Germany per 
head of population—64.341 (7.2) against 146.773 (10.9)—and 
mortality was much lower. The situation here compared un- 
favourably with other large countries—for example, Italy 
28,596 (6.3), Poland 21.084, and France 19,187 (3.2). Scarlet 
fever was less prevalent in England and Wales 95,735 (0.8), 
Germany 117.544 (1.9), France 18,728 (0.7). and Italy 16,302 
(0.7), but more prevalent in Poland 24.896 and in Scotland 
20,493 (2.5). Both diphtheria and scarlet fever were most 
prevalent in the last quarter of the year in the majority of 
countries. Among European countries acute poliomyelitis was 
prevalent in Italy 2,740 (0.8), Germany 2,723 (0.5), Sweden 
1,931 (6.8). Switzerland 1,494 (4.2), and Denmark 1,243 (3.6), 
compared with England and Wales 864 (0.3), France 592, and 
Poland 158. In the United States of America there were 
9.511 (1.1) cases in 1937, in Canada 3,880 (1.8), and in 
Australia 1,979 (1.7). 
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mes INFECTIOUS DISEASES AND VITAL STATISTICS 
ic 
z of We print below a summary of Infectious Diseases and Vital Statistics in the British Isles during the week ended December 2, 1939. 
rood Figures of Principal Notifiable Diseases for the week and those for the corresponding week last year, for: (a) England and Wales 
he s (London included). (b) London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 
neo Figures of Births and Deaths, and of Deaths recorded under each infectious disease, are for : (a) The 126 great towns in England and 
“ si Wales (including London). (b) London (administrative county). (c) The 16 principal towns in Scotland. (d) The 13 principal towns in 
cts); T Fire. (e) The 10 principal towns in Northern Ireland. 
ae A dash — denotes no cases ; a blank space denotes disease not notifiable or no return available. 
1 the — 
idsey 1939 1938 (Corresponding Week) 
), in Disease 
; = (a) (b) | © (d) (e) | (a) (b) | (© (d) (e) 
e 0 
e big Diphtheria . . a bat oe = .. | 1,010 45 241 55 47 | 1,545 156 248 72 19 
untry Deaths .. 19 3 1 5 28 4 8 2 1 
Dysentery .. Fe 50 2 41 64 15 21 
lemic 
cially Enteric (typhoid and dl paratyphoid) fever a3 13 1 2 12 — 29 8 Zz 7 4 
sham 52 9 7 81 3 7 
tions Infective enteritis or diarrhoea under 2 years 
Jont- Deaths .. 36 4 9 4 41 13 11 5 3 
Measles... 4 2;206 9 19 38 24 34 7 
7 Ophthalmia neonatorum .. 15 | 2 8 21 
h the — — 
n the Pneumonia, influenzal* 461 31 5 22 681 97 18 6 13 
the Deaths (from influenza) 23 3 4 24 1 3 6 2 
hirty- Pneumonia, 139 11 373 11 
Fate Deaths .. <a 5 4 6 | 14 11 
nding — —— 
dices Poliomyelitis, acute 17 4 2 = 37 9 2 2 | 
(10); Puerperal pyrexia .. a hs ae i 156 7 12 4 130 15 11 | I 
reece Deaths Py 
latest Deaths | 
third Scarlet fever va | 31 158 65 87 1,909 158 359 64 9} 
(0.8), Deaths 5 2 2 16 | 4 | 7 | = 
6,302 Deaths (0-l year) .. es Sul 45 61 36 17 348 66 74 39 20 
Infant mortality rate (per 1,000 live births) 58 54 
y of Deaths (excluding stillbirths) sis 4,673 718 581 172 135 | 4,574 | 878 691 192 147 
was Annual death rate (per 1,000 persons living) . 11.8 11.6 11.9 ERE E2 14.1 13.0} 13.0 
eden Live births .. | 4,923} 637| 797| 335| 1824 6073 | 1,146] 880| 290| 202 
_ Annual rate per 1,000 persons living . 16.1 | 225| 160 149] 146] 17.9] 196} 17.9 
persis Stillbirths. 257 28 40 245 32 | 
4 in Rate per 1,000 total births (including stillborn) 48 ae 39 27 ; | 
* Includes primary form in figures for England and Wales, London (administrative county), and Northern Irela: aa 
t+ Deaths from puerperal sepsis. 
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Letters, Notes, and Answers 


All communications in regard to editorial business should be 
addressed to THe EDITOR, British MepicaL JourNaL, B.M.A. 
House, Tavistock SeQuare, W.C.1. 

ORIGINAL ARTICLES and LETTERS forwarded for publication 
are understood to be offered to the British Medical Journal alone, 
unless the contrary be stated. Correspondents who wish notice 
to be taken of their communications should authenticate them 
with their names, not necessarily for publication. 

Authors desiring REPRINTS of their articles published in the 
British Medical Journal must communicate with the Secretary, 
B.M.A. House, Tavistock Square, W.C.1. on receipt of proofs. 
Authors over-seas should indicate on MSS. of reprints are 
required, as proofs are not sent abroad. 

ADVERTISEMENTS.—All communications should be addressed 
to the Advertisement Manager (office hours 9 a.m. to 5 p.m.). 
Orders for copies of the Journal and communications with 
reference to subscriptions should be addressed to the Secretary, 

.M.A. House. 

The TeLepHone Numper of the British Medical Association and 
the British Medical Journal is EUSTON 2111. 

The TELEGRAPHIC ADDRESSES are 
EDITOR OF THE BRITISH MEDICAL JOURNAL, Aitiology 

Westcent, London. 
SECRETARY, Medisecra Westcent, London. 

The address of the B.M.A. Scottish Office is 7, Drumsheugh 
Gardens, Edinburgh (telegrams: Associate, Edinburgh;  tele- 
hone 24361 Edinburgh), and of the Office of the Cumann 

octuiri na h-Fireann (1.M.A. and B.M.A.), 95, Merrion Square, 
W., Dublin (telephone 62550 Dublin). 


QUERIES AND ANSWERS 


Achlorhydria and Condiments 
Dr. L. I. Harpy writes: Can any of your readers inform me 
whether the practice of taking condiments at meal times is more 
prevalent among the natural achlorhydrics than among the rest 


of the population, and whether this can be carried on by them 


with impunity for many years? 
Crataegus oxyacaniha 


Dr. Frank BopMan (Bristo!) writes: Mr. A. E. Sawday (December 
9, p. 1172), in effect, asks when should a dose be defined as 
homoeopathic. It might appear that there was some arbitrary 
level of dilution below which all doses could be called homoeo- 
pathic. In actual practice this is not so. In some subjects the 
pupil dilates to extreme dilutions of atropine, but this is still 
a physiological effect and not a homoeopathic action. Crataegus 
given in 45-minim doses a day produces in hyperpietics a fall in 
blood pressure. This may be described as a physiological effect. 
Crataegus given in 1 to 5 minim doses to patients suffering from 
reduced pulse pressure raises the pulse pressure. This is its 
homoeopathic action. In the case of crataegus the margin 
between the physiological range and the homoeopathic range of 
action probably is very small. In the majority of drugs the gap 
between the two actions is much larger. 


Income Tax 


Married Woman—Employment of Domestic Staff 


“FE. A.” is a married woman holding a public health appoint- 
ment. Owing partly to the illness of her husband she has to 
employ a housekeeper and a children’s nurse to set herself free 
for her professional duties. Can she claim any deduction for 
these expenses? 


“* No. It was ruled in the case of Bowers vy. Harding 
(concerning a schoolmistress who employed a domestic servant) 
that such expenses were not incurred in the performance of the 
duties of the office, and therefore could not be deducted. 


Property in Scotland 


“ A.B.” used to occupy some premises, part of which were sub- 
let. He has now left, and the whole of the premises is let in 
sections. The premises have been revalued by the rating authori- 
ties on the basis of the rents payable less rates borne by “ A. B.,” 
and the result is a substantial increase. The points mentioned 
below arise. 


** While “ A. B.”’ was actually in occupation of a part of the 
premises their annual value was to that extent a matter of 
estimate. It is not uncommon for an increase to occur when 
the estimate is displaced by an actual letting. The division of 
the rating into two sections is permissible, and lends itself to the 
allowance in due course for empty periods; it may therefore be 
accepted. If the rents are collected at frequent intervals some 
deduction from the full amount for the year is usually made. 


The fact that certain fixtures and fittings are included in the rents 
should be explained and a deduction claimed—33} per cent. of 
the capital value would probably be the maximum allowance, 
With regard to the income tax, Schedule A, if the tax paid by 
way of deduction from * A. B.’s ” trust income is likely to cover 
his whole liability, the inspector of taxes will no doubt arrange 
on request for the Schedule A tax to remain in abeyance until 
the end of the financial year—or if not the whole at least a 
substantial part of it. 


Superannuation—Payment of Premium by Employer 


“ D.P.H.” holds an appointment in a sanatorium, but not under 
a local authority. The governing body have arranged that 
* D.P.H.” shall take two units in the B.M.A. Pension Scheme, 
and that they will pay for one of the two units so long as he 
is in their employment. The income tax authorities claim to 
regard that payment as assessable income in “* D.P.H.’s ” hands, 

*«* That view appears to be legally correct on the basis that 
* D.P.H.” is liable to pay for both units, and that payment on 
his account by the employer is equivalent to payment by him. 
The corollary to acceptance of that proposition, however, is that 
* D.P.H.” is entitled to the life assurance relief on both units— 
and we gather that the authorities are prepared to accept a claim 
on that basis. (The compulsory levy in the case of local authority 
employees rests on an entirely different legal basis, and the deduc- 
tions made are dealt with as if they were expenses of the 
employment.) 


LETTERS, NOTES, ETC. 


Hypersomnia after Accident 


Mr. Noxman Porrirr, M.R.C.S., L.R.C.P. (consulting surgeon, 
Hudderstield Royal Infirmary), writes: The following account 
of excessive sleepiness after an accident, and of its treatment 
by benzedrine, was thought worth recording. The patient is 
a heaithy-looking, well-nourished man, 814 years old, who does 
not look his age. For as long as he can remember he has had 
a sleep after his midday meal. On December 22, 1938, he 
fell backwards down a short flight of stairs and struck his head 
violently against the wall at the bottom of the stairs. At the 
beginning of 1939 he began to be unaccountably sleepy, until 
at length he was overcome by sleep after breakfast and slept till 
lunch time. Though he had his afternoon sleep he found it 
difficult in the evening to keep awake till bed time, when he 
slept all the night. His urine had a= specific gravity around 
1020 and was free from sugar and albumin. One estimation 
of his blood urea showed it to be within normal limits. He is 
not a big eater, especially of meat. His bowels move daily 
without aperients. When awake he is mentally bright and 
active. As no flaw was found in his health to explain the 
condition his somnolence was diagnosed as narcolepsy due to 
old age and the fall he had. On August 2 he was given half 
a milligramme of benzedrine three times a day; on August 4 
he was just as sleepy, and the dose was increased to one milli- 
gramme three times a day. By August 14 there was no 
sleepiness till bed time. He had a better appetite and was 
brighter. Since August 17 sleepiness has been less marked and 
less trying. Half or one milligramme of benzedrine on odd days 
dissipated it. by November 23 the sleepiness had vanished, the 
patient having taken no benzedrine since September 15. When 
he took 1 mg. three times a day for three days he said he 
felt ‘** doped,” his walking powers were weakened and his brain 
befogged. 


Supplementary Food Rations for Invalids 


Dr. M. FisHMAN (London, N.W.2) writes: The following com- 
munication has been received from the local Food Control 
Committee: ‘ For the present no arrangements are being made 
to provide for special or supplementary rations for invalids owing 
to the limited number of commodities which are being rationed 
and the adequacy of supplies of alternative foodstuffs.” This 
ruling, unless modified, will cause unnecessary hardship among 
invalids. I believe in the last war arrangements were made for 
invalids to receive supplementary rations on medical certification. 


Disclaimer 


Dr. H. Gorpon McGrecor (Hove) writes: May I request the hos- 
pitality of your columns in order to disclaim any responsibility 
for an article which appeared in an evening newspaper for 
December 7 under my name? My original article was published 
by the Practitioner last month, and reappeared, to my astonish- 
ment, in the evening press with full case notes. I understand 
that there is no power of preventing a free press from “ lifting 
articles in this regrettable manner, or likelihood of obtaining 
even the common courtesy of a formal request before they do s0. 
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